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Executive Summary

This report presents the main results of the C@Bkhort study (COmmuniBAsed cohort),
implemented in the framework of the Euro HIV EDAT progeptoject cofunded by theConsumers,
Health and Food Executive Agenaynder the European Union Public Health Programme for the
period April 2014September 2017 (No. 2013 1101). This project aimed to generate operational
knowledge to better understand the role and impact of CBEWiceson early diagnosis and

treatment of HIV

COBACohortis anopen cohort of HIvhegative MSMecruited and followeelp in community-based
voluntary counselling and testing (CBVGdiyvicesin 6 European countriesAIDES (France), AIDS
Fondet (Denmik), Fondazione LILA Milano (Italy), GAT/CheckpointLX (Portugal), Legebitra (Slovenia)
and Positive Voice/AtherBhessaloniki Checkpoints (Greec8judy partners (participating NGOSs)
activelytook partin the preparationof the protocolin order to bes fit the reality of CBVCT services

and tointerfere withthe functioning of the CBVCT serviesdittle as possible

From early 2015, and fa period of time varying from 15 to 24 montepending on the study site,

all male CBVCT services attendees tested negative for HIV, aged 18 or older and who reported sex
with men in the previous 12 months weddfered the possibilityo enter COBACohort. COBACohort
participantswere not asked toeturn specifically for the studgut for a test, according to the usual

recommendations and practices of the participating CBVCT services.

Theresearchobjectives of this study were as follows: (1) to describe the patterns of CBVCT use in
MSM, (2) to idetify determinants of HIV/STést seeking behaviour in MSM, (3) to assess the HIV
infection incidence rate in MSM, (4) to identify potential risk factors for seroconversion in MSM, and

(5) to describe determinants for sexual risk behaviour in MSM.

For thisreport, a data censorshifthe 4" one in the framework of Euro HIV EDA®s appliedon
31 March 2017 for almost all study partners, and unti'3ine 2017 fothe two that started COBA
Cohortin 2016(Positive Voice/AtiThess Checkpoints and F. LMikno).

Overall, 3976 participants were included in COBAhort by the time of the 4 data censorship.
Comparedto those who refused toparticipate COBACohort participants were less likely to be
transgender, to be born abroad and to define themselassisexual or other, as is usually the case

in similarstudies in the MSM population.
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COBACohort participantswere generallyat high risk of infection, which wasxpected given that
people generallyseekaccesgo an HIV test if they are at risk of infian. However routine testing

was the most common reason given for having the present test, for HIV/STI testing in general and for
HIV testing intentions in the futurdroutineHIV testing has been normalised among MSM recruited

in COBACohort, in particular for thospreviouslytestedin the same CBVCT service since theye

more likely to return during the short COEXohort followup time.

Someof the participants remained oudf routine testing or did not get tested as regularly as they
should and were more exposed to HIV risk infectiiore efforts should be made in order to better
characterise this group and identify the barriers that prevent them from increasing theingest

uptake.

The HIV incidence estimates performed with COBAK 2 NIi Qa RIF Gl 6SNB 4SI {1 08
time of followrup (maximum 25 months). However, the estimatiaisHIV incidencebtained here

(3.43/1000 persoryearsoverall, ranging fron8.24/1000personyears to 4.84/1000 persepearsin

the sites with at least one seroconversi®yggestedhat it may have decreased in MSM sirtbe

previous estimationsthat were done in BCN Checkpoint and GAT/Checkpoirgld{100 person

years and 2.80/100 perseyears respectively) Aithough limitationsregarding these COB®Bohort

estimates should be taken into accouiricreased access to testing has changed testing patterns and
increasedfrequency of HIV testing in MSMvhich in turn may have reducethe numbe of
seroconversioacompared to theoverallnumber of testers and repeat testers. More follayw data

is needed to confirm that trend.

Behavioural data from COBZohortshowed thatmany atrisk participantgperceived themselves as
such,were more likely & know the HIV status of their partnensgere sometimes HIV positive, and
were alsomore willing to use PrER the futureif available. This suggests thatrigk MSM were
aware of the benefits of treatment as prevention, and would also like to acces$s iRr&rder to
reduce their risk of infaon. More support regarding ChemSeis needed for MSMas well as

broader acces® PrEP for men at higher risk of infection.

COBACohort demonstrated the feasibility of the implementation of a multicentre commduoésed
cohort among MSM. The next challenge is to make it durable, involving more CBVCT sandces,
having longer follow-up and more data in general to bettemderstand the dynamic of the HIV
epidemic in MSM in cities where the study cohort is implemsenias well as the role and impact of
the participating CBVCT servicddonitoring and evaluating CBVG&rvicesis crucial to improve

their effectivity and contribution to the 990-90 targets.
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1 Background

1.1 Epidemiological context

In the European Union and European EconoArnea the number of HIV diagnoséssremained
relatively stablebut high since 208, with approximately30,000 new cases reportecach year
(ECDC, 201.Apverall, 40%of these new infections werattributed to sex between mein 2016, 53%
when considering data with known route of transmiss{@&@CDC & WHO, 2017his ratehassteadily

increasedsince 2006vhile decreasingn all othertransmission groupms the same period.

Improving access to and frequency of HIV testing became one of the main iegading HIV
prevention inmen who have sex with men (MSMihd has beenrecommended formore thanten
years (WHO & UNAIDS, 2007; Workowski, Berman, & CDC,.2@@8y countries were already
recommending at least one test per year mxually activéiSMin 2010(ECDC, 2010@ndby 2015
ECDGChad formally adopted this recommendation(ECDC, 2015However, the European MSM
Internet urvey EMIS showed thata significantproportion of MSMhad not beentested within the
past 12 monthgThe EMIS Network, 2013and more recent studies suggest that many of those
nevertested MSMmay havehad highrisk practicegDaas, Doppen, Schmidt, & Coul, 2016; Nelson,

Pantalone, Gamarel, Carey, & Simoni, 2017)

There is stillneed androom for improving testing uptake in MSM, atwktter targeting of this
population in order to be more co#ffectivgZulliger et al., 2017Barriers to HIV testing uptake are
numerousand may exist mindividual, health provider and institutional leYEICDC, 2010bMSM
mayalso facespecific barriers such é@mophobia and internalized homonegativieblonde et al.,
2010; Holtzman et al., 2016; Rossat., 2013; The EMIS Network, 2018)at communitybased

voluntary counselling and testing (CBVCT) serciaeselp overcomélLeitinger et al., 2017)

In Europe,CBVCTserviceshave already demonstratedhat they are particularly appropriate in
making access to HIV testing easier ambt®M. Theymanage to reach less tested MSM who are at
higher risk of HIV infectioifBailey et al., 2009; Champenois et al., 2012; Lorente et al., 2013)
facilitate linkage b care easie(Meulbroek et al., 2013; Qvist, Cowan, Graugaard, & Helleberg, 2014)
and can detectHIV and other asymptomati8TIs in MSMarlier (Coll et al., 2017)in addition, the
benefits of CBVCT services are obtained at an acceptabléRmsiman et al., 2016)



There is a needo better understandthe testing patterns of MSM getting tested in those CBVCT
services in order to help th€BVCT providets tailor their services to increagbe testing frequency

of their attendeeslongitudinal studiesreimportantto monitor possible changes testing patterns
over time and to studyhe determinants of repeat testing. Unfortunately, longitudinal data in-HIV
negative MSM are still scarce in Europee cliniebased cohort in Amsterdarfdansen et al., 2011)
and two communitypased cohorts in Barcelona and Lis(fegrrer etal., 2016; Meireles, Lucas,
Martins, et al., 2015)

1.2 Study context

The study presented in this report is part dietEuro HIV EDAEropean HIV Early Diagnosis and
Access to Treatmentproject, cofunded by the Consumers, Health and Food Executigency
(CHAFEA) under the European Union Public Health Programme for the period Apifei@dvhber

2017 (No. 2013 1101)his projectaimed to generate operational knowledge to better understand

the role and impact of CBVCT services. It also aimed lorexjine use of innovative strategies based

on new technologies and to increase early HIV/STI diagnosis and treatment in Europe among the
most affected groups. The Euro HIV EDAT edscoatinuity in the conduct of previous European
projects oncommunitybased HIV testing (g. the COBATEST Projéattp://www.cobatest.org) and

strengthered existing knowledge about vulnerable populations in Europe, such as MSM and migrant

populationsoriginatingfrom high endemic regns.

Thepresent report focuses on one of the work packages of the Euro HIV EDjagt gv¥P5). This
WP proposed the implementation adpen cohort of HIhegative MSM getting tested in CBVCT
servicesn 6 European countries, based on the experiencaeheBarcelona and Lisbon Hhégative

MSM cohorts mentioned earlier.

The cohort implemented in the WP5amelydCOBACohorgE (COmmunityBAsed Cohortjsa unique
opportunity to collect harmonised and longitudinadata about testing and sexual behaviour 6
European countriessimultaneously using similar methodologyThis will increase knowledge
regarding patterns of use of CBVCT services, test seeking and sexual risk behbuioaisp
contribute to second generation surveillance for HIV/8IBymonitoring not only HlVbut also STls

and trends in risk behaviour over time to explain changes in levels of infection.


http://www.cobatest.org/

1.3 Obijectives

The main research objectives of the WP5 according to the grant agreement accepted by CHAFEA

were as follows:

1. To describéhe patterns of CBVCT use in MSM,

2. To identify determinants of HIV/STI test seeking behaviour in MSM,
3. To assess the HIV infection incidence rate in MSM,

4. To identify potential risk factors for seroconversion in MSM,

5. To describe determinants feexual risk behaviour in MSM.






2 Methods

2.1 Participating sites

Six NGOs fromixEuropean countries took part the COBACohort representing a total of 17 CBVCT

services where Hiegative MSMvere recruited and followed ugFigure2.1t 1).

2
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Countries NGOs No. of sites CBVCT services (®)

Denmark AIDS-Fondet 2 Copenhagen, Aarhus

France AIDES 10 Paris (4 sites), Lyon, Nice, Montpellier, Marseille (2 sites), Lille
Greece Positive Voice 2 Ath Checkpoint (Athens), Thess Checkpoint (Thessaloniki)
Italy LILA Milano 1 Milan

Portugal GAT 1 CheckpointLX (Lisbon)

Slovenia Legebitra 1 Ljubljana

Figure2.1t 1 Participating sites of COB&ohort

Table2.1t 1 explainsthe characteristics okach COB&ohort partner Although many tasks and
procedures are commoto all ofthe study partners, therare also marked differences, for example
regarding the number of HIV tests performed per yebr 2016,less than 1,00HIV tests were
performedin Legebitraand LILA Milanpwhile more than 2,000nvere performedin the other sites
and up to 15,300 for Positive VoiceAth-Thess Checkpoint$heannual number of tests for AIDES
(13,006)is notablebecauseAlDE®ontributes to COB&ohort with10 CBVCTites(vs. only 1 or 2 for

the other study partners) but the numberof annual testper siteis more similar to the smallest sites
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of other study partners (rangingfrom 535 in Montpellierto 1,483in Lyor). In addition, more than
70% ofAIDESests were performed during outreach activitie@s 2016 (from 52.8% in Paril to
94.8% in MarseilldN), whereas thigroportion varied from 2.5% to 41.9%amongthe other study

partners

There are threetypes oftesting session organisatiaamong COB&ohortstudy partners: attending
users in theirCBVCTpremises almost every day duririgng time slots (GAT/CheckpointLX and
Ath/Thess Checkpointsjttending users in CBVCT premibes fewer timesper week or per month
during reduced time slots (AlEF®ndet, Legebitra and LILA Milano); atténding more than half of

usersin outreach activities (AIDES).

Staff composition also differacross the paitipating CBVCT services. A#rvices comprise
community health workers (CHW) who were trained to perform testing and/or counsellindnavet

not usually hadnedicalor nursingeducation.In Legebitra and LILA Milarthe presence of a doctor

or a medichtechnician is mandatory. In the former because someone qualified has to do the blood
extraction for the conventional blood tests, in the latter because the use of HIV tests is not allowed

by non-doctors in Italy. In the other sites, all staff members parform both tesingand counselling.

Pre and posttest counselling are always offered to CBVCT service attendees. All participating sites
also use the prdest counselling to assess the risk profilé the attendees regarding other
STlis/Hepatitisand to offer those tests when available. In Legebitra, all available tests are
systematically proposed tall attendees, except for HIV, syphilis amepatitis C (HCV) and B (HBV)

viruses if previously diagnosed.

In the case ofa reactive result, only GAT/CheakptLX can perform the confirmation test (since
November 2016). In other participating CBVCT services, the attendeesawdtfictive result are
referred to a local lab, clinic or hospital for confirmation. All participating sites also offer to escort
attendees to the confirmation test and/or first medical visit, and some of them can directly make the

appointment with the lab/clinic/hospital.



Table2.11 1 Main characteristics of CBVCT sees participating in COB&ohort

(France) (Denmark) (Italy) (Portugal) (Slovenia) Checkpoints (Greece)
No. of CBVCT services [l 2 1 1 1 2
participating

Target population(s) MSM, Migrants, SW, Trans, MSM and migrants MSM, PWID, youth, general  MSM, trans men who have sex MSM, trans people MSM, PWID, SW, Trans people

PWID population with men general population and refugee
/ migrants
13,006 2,345 (,750in MSM) 903 @94in MSM) 4,150(3,644 in MSM) 789 (789in MSM) 15,300(7,128 in MSM)

NCHCEWNRIVACH SN 109 17 6in MSM) 4 3in MSM) 102(100 in MSM) 9 @in MSM) 175(127 in MSM)

(2016)

Testing sessions Every day, without Twice a week (& pm) in On average, twice a month. Monday to Saturday, from 8-12 sessions per month, Everyworkingdayfrom 12 to
appointment Copenhagen, once a week (4 Appointment only in few specia 12:00am to 8:00pm, ithout without appointment 8pm, appointment required but

6pm) in Aarhus. Appointment occasions appointment. drop-ins are also
only in few special occasions accommodated
71.4% 13.1% 41.9% 2.5% 31% 20-25%

during outreach sessions

Staff/roles Testing and counselling Testing and counselling Tests performed by doctors.  Testing and counselling Blood extraction done by Testing and counselling
performed by trained CHWs performed by doctors, nurses Pre/post-test counselling performed by trained CHWs medical technician. Counsellin¢ performed bytrained CHWs

and trained CHWs provided by trained CHWs (peers) by trained CHWs (some of them are nurses,
psychologists, but no doctor)

Pre-/ post-test Both always offered Both alwayoffered Both always offered Both always offered Both always offered Both always offered

counselling

Type of HIV test Rapid testfingerprick) Rapid tests: Rapid tests: Rapid testgfingerprick): Conventional blood test: Rapid test(fingerprick)INST®
- INSTI®IIV 1/2digital - For allMSM: INSTI® Multiplex - In LILA premisefNSTI® - For all MSM: Alere S (i S NJY - Anti-HIV 1/2/0, HIVL p24 Ag  HIV1/2 by BioLytical Labs

(if no previoussyphili§ orINSTIE Biolytical kits for HIV / for HIV + HI\/1/2 (HIV Combi PT ElecsysCobas)
HIV 1/2) Syphilis (fingerprick) - For MSM with possible recent
- If HIV exposure8 weeks - Outreach oiif preferred: exposition to HIV: Alere Combc
Alere HIV Combo Ag/Ab Oraquick® HIV-2 kits (saliva) Ag/Ab
Other STIs/Hepatitis HCVrapid test (fingerprick), - Syphilisrapid INSTI® Multiplex - Syphilistest (combined with - Syphilisrapid test Alere - Syphilis HCVandHBV - HBV HBsAg: Rapid fingerprin
tests according to risk profile - or Alere Combo HIV Ag/Ab  HIV, cf. type of HIV test 5SGSNYAYSu o FA conventional blood tests, test, Rapidan Tester by TurkLa
/Alere Syphilis rapid test proposed to all MSM proposed toall MSM without a - Gonorrhoeaoral and anal - HCV: Rapid fingerprint test,
(fingerprick), offeredo all MSM - HCVfapid testMeridian previous diagnosis of syphilis swabs. Rapidan Tester by TurkLab.
without previous diagnosis Oraquick@1CV kitgsaliva), - HCVRapid Test Turklab Info€ All tests are proposed to -Syphilis: INS®Multiplex test,
- HCVRapid test OraQuick according to the risk profile (fingerprick),if reported risk everybody, except syphilis, HC' All tests offered according to th
(fingerprick),if blood-to-blood practices for HCV transmission and HBV if previous diagnosis risk profile
exposure

Confirmation test At HIV hospital units or STIs  In a hospital (HIV/HCV), in an ¢ At hospital Since Nov 2016: at Checkpoint At the Clinic ofnfectious At the HIV clinic of a public

Clinics (Cegidd) clinic or GP (syphilis) (RNAHIV confirmation with Diseases and Febrile llinesses hospital
AlerePOC molecular test) (Ljubljana)

Linkage to care Systematic proposal of Appointment made by the Appointment made by the CHWs offer to escort the Appointment made by the CHWs offer to escort attendees
accompaimentto the CBVCT service staffomeof the CBVCT staff, and contd@pt attendees to their first medical CBVCT staff and also offer to  to both confirmation test and
confirmation test appointment staff are also working at with hospital to gather data appointment. CHWs call 1 escort the attendees test result (92% accept)

hospital, so attendees can see about confirmation and CD4 ce month later for followup on
them while visiting at the count linkage to care
hospital

MSM: men who have sex with men; PWID: people who inject drugs; SW: sex workers; CHW: community health worker; AHlirdeat®fI8TI: sexually transmitted infection; HCV: Hepatitis C virus; HBV: Hepatitis BQCugoint
of-care
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Eachstudy partner is also involvediactivitiesother than testing, as briefly described Trable2.1t
2.
Table2.1t 2 Other activities of the CBVCT services participating in COBAort

AIDES
(France)

Condom, lube distribution,

Needle exchange programs,

Harm reductionfor druguse (small materials distributio)y
Psychosocial support,

Social support for access to health for migrants,
Partnership with care services for referral.

ChemSex counselling,

Transgender counselling,

Psychosocial support fddl\positivepeople

MSM preventioncampaigns

Gondom/lubedistribution in the MSM arena.
Prevention campaigns

Psychosocial support

Gondom/lube distribution

Partnership with care services for referral.

Condoms and lubelistribution,

Screening programs ofd1V, syphilis, HCV, NG, CT, HPV and anal qpeciarmed by
nurses or physicians, by appointment only)
Anonymous partner notificatiomool,
Antibioticstreatmentsdispensatiorfor NG CT syphilis
Vaccines to prevent HBAIBVandHPV.

Prevention campaigns

Psychosocial suppart

Gounselling for LGBT+ people

Buddy program fopeople living with HIY

Condom and lube distribution

Prevention campaigns,

Peer-to-peer support and empowerment,

Referral for professiongbsychologicasupport,
Gondom/lube distribution

Partnership with almost all HIViolcs for linking and followingpeople testgwsitive
CT:chlamydia trachomatis; NGreisseriagonorrhoea; HPV: human papilloma virt8V: hepatitis B virus.

AIDSFondet
(Denmark)

Fondazione LILA
Milano

(Italy)

GAT/CheckpointL
(portugal)

=l ==l =) =) = =) = =) =) = = =) =) =) =) =

Legebitra
(Slovenia)

Positive Voice /
Ath-Thess
Checkpoints
(Greece)

= = = = = = = = =) =) = = =

2.2 Study design

Theprotocol of COBACohortwas developed, discussed and agreedhs/working groupof WP5 of
Euro HIV EDAT (see composition of the study grotjplita 1, page i)

In the first seven months dEuro HIV EDAT (Mdecember2014), the study group developed the
protocol and thedata collection tooldor COBACohort, based on thexperiencesof two ongoing
HI\\negative MSM cohorts, at BCN Checkpoint in Barcel¢Rarrer et al., 2016)and
GATLCheckpointLX in LisbdiMeireles, Lucas, Martins, et al., 201Bpth Checkpoints were initially
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involved in the development of COBXohort protocol. GAT/CheckpointLX remainasl a study
partner, but BCN Checkpoint finally left the project because of incompatibility with the activities they
had at that time.

The main challenge regarding the development of the protocahef COBAcohort study was to
harmonize methodological procedures aridols in order to obtain comparable datayhile
interfering as little as possible with the functioning of the participating CBVCT seastes project

funds did not allowfor staff recruitment to implement the study.

QGOBAcohortis an observationalnd servicebasedcohort of HIvVhegative MSM attending one of the
17 participating CBVC&Ervices irDenmark, France, Greece, Italy, Portugal and SloyEmjare2.1t
1). COBACohort is mn-interventional and did not aim to change any of the usual procedures of the

participating CBVCSites,like HIV testing recommendations or counselling and testing methods

2.2.1 Recruitment and baseline data

The aim was to make the convenience sample as large as possible and as representative as possible
of each site, so akligible men attending the participating CBV&arvicesduring the recruitment

period were invited to enter in the COBAhort. Several adjustments had to be rda locally in

order to make study implementation easier. For example Rositive Voice(PV)/ Ath-Thess
Checkpointgwho joined the project later on it was decided to recruit only eveogher day because

of their high number of testper year Table2.1t 1).

Eligibility criteria for participating in COEBX¥ohort were as follows: being 18 or oldesporting any
kind of sex at least once with another man during the last 12 moribig resident of the area of
the CBVC#%ervicesor being a frequent visitoof the area of theCBVCT service, having a negative HIV
test result when invited to participate and sigg of the informed consent(mandatory for

participation).

No specific promotion or communication campaign wasally implemented to recruit participants
except a local initiative in France with a poster to promote the study during outreach testing sessions
(see annex6.1). Potential participantsvere given specific information about COEAhort and the
implications of participation (verbal and written explanatioosing the informed consent see

anne6.2, and/or the leaflet of COBACohort see annef).



Refusal data

For attendees who met the inclusion criteria but refdsé participate, a minimum set of
informationwasgathered through a questionnaire, filléd by the client himself or by the counsellor
during the faceto-face interview The refusal questionnaireollectedthe followinginformation: date

of the current test, gender, date and country of birth, country of residence, education, occupation,
definition of sexual orientation, date of the last HIV test, matasons for not partipating (see
annex 6.4). Many participans refused to answer tese gquestions, so it was decideduyring the

course of the project, to changais for a refusal regigr which gatheredvery little data(see annex

6.5).

Baseline questionnaire

When someoneagreedto participate he answeed the baseline questionnaire (see annéx),
gathering data aboutSociedemographic profile (baseline questionnaire only); General health and
HIV isk; HIV testing (history, patterns, intentions, and attitudes); Sexual behaviour (history, types of
partners, condom usandLJ- NIi y SND & & S NRiépanding®@h the partindr iypetc.); BT 4 |
and hepatitis B and C (history, testing patterns aadcines); and preand postexposure prophylaxis
(awareness, use and intention to use). Several questions also gathered information about alcohol and
drug use during sex (type of drugs and frequency) as well as history of injecting drug use (whether or

not related to sexand thedate of last injection).

When possible, the questions were taken from existing questionnaires, ticyar those of BCN
Checkpoint and CéckpointLX, but also from othestudies like EMIS in order to have a point of

comparison athe European level

The last part of the baseline questionnainad to be filled in by CBVCT providers. This section
gathered dataregarding KS ISy SN} f OKIF NI Ol S NA:Zauns@liaag, t9p€ of S| OK
test, HIV and other STtest resultslinkage to care, etcThese indicators are mainly derived from the
standardised form currently used in the European COBATEST néReondndez Lopez et al., 2012)

for comparability and also compatibility reasons because several {Q0Bét study partners are

also part of the COBATEST network.
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2.2.2 Follow -up

As mentioned previously, COEMhort did not aim taalter the dayto-day work and procedures of
participating CBVCT services, so the participargre not asked to come back for the study on a

regular basis.

However, as they usually do, CBVCT providers do recomthendheir attendees get tested on a
regular bas. Recommendations for testing frequency differ between countries and CBVCT services,
but they all recommened, at the beginning of the study implementatiomaving at least one test

per year, or more according tothe risk practices Paticipants enrolled in COBACohort are
encouraged to be retested according to these recommendatidhswas initially planned to
implement reminder tools athe local level in order to increase the frequency of test, baly AIDES,

GAT/CheckpointLand PVAth-Thess Checkpatis did sa

The frequency of followp in COBACohort participané thus depends on theda SNIA OS & Q
NBO2YYSYRIFEGA2ya yR 2y {d®n fdda et Whénlibley corieCback, A f £ A Yy

they have to answer a shorter version of the baseline questgern(see anneg.7).

2.2.3 Ethical and data protection issues

The study protocobf COBACohorthas been approved by the ethics committee of the Germans Trias
i Pujol Hospital (Badalona, Spain) for iMP leadef(CEEISCATnd all participating CBVCT sersice
have been granted ethical approval by their respective Health Autharitied by Data Prettion

National Committees when required (in France and Portugal)

Each COBg£ohort participant isanonymously identified by a unique participant identifier (UPI)
assignedat the baseline visit and usddr the duration of thestudy. Tle UPI avoid duplication of
participants in the databasand to keeps anonymity. For CBVCT services whidid not previously

had a system to assign easily retrievalik (without using a given code that the participant should
memorise),the adoption of the UPI used in th€ OBATEST fowas recommended. The COBATEST
UPI iscomposed of 10 or 11 digits and one letteengler (O male, 1 female), month (2 digits), day (2
digits) and year of birth (4 digits), number of older brothers, number of older sisters, and initial letter
of Y2 KSNIA&nN tReAdEbédsesydach $apticipant is identified only with his UPI and the
CBVCT service where he was recruit@de coexistence of different UPI systeramong study
partners may have resulted in participant duplication frome study partner to another, although

this situation was not reported by CBVCT providers.
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Except for theCBVCT servictaff that may collect(or have access td)Jr NIi A OA LJ y i #k@ LIS NA 2
name, email or phone numberobody elsecanaccesghese personaldata; neither the WP leader

nor those performing the datseasemanagement and statisticahalyses.
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2.3 Study implementation

2.3.1 Fieldwork

Before implementing the cohort, eactstudy partner had to translate all the materials
(questionnaires, leaflets, and sometimes the protocol if required by the local ethical commitiee),
pilot the questionnairs in their own language and to traithe CBVCTBervice staff memberdn
GAT/CheckpoiniX, despitealready running a cohort of Hivegative MSM, they had to obtain ethical

approval locally, and to modify their own questionnaire to include new questrons COBACohort.

In the framework of Euro HIV EDAT, the recruitmenCeBACohortparticipantswas supposed to
start in January 2015However the first site Legebitrastartedonly in February 2015two more in
April 2015, and the other three in 20{6able2.3t 1).

Table2.3t 1 COBACohortrecruitment periods

CBVCT services RS UL Duration
commencement

I(_;%?/ZI;::) Ljubljana February 2015 24 months
CALSTETLIATHN Lisbon April 2015 21 months
(Portugal)

Aids Fondet Copenhagen April 2015 18 months
(Denmark) Aarhus May 2015 17 months
e All sites Januan2016 18 months
(France)

PV/Ath-Thess Checkpoints Athens February 2016 Still ongoing
(Greece) Thessaloniki April 2016 Still ongoing
7 LILa AT Milano September 2016 Still ongoing

(Italy)

Those delays were mainly due ttee fieldwork preparation butiue tothe time necessary to obtain
ethicaldata protectionapprovas. Requirements were sometimes very difficultemenimpossble to
complywith, like in France or in Germany. The Gerratudy partner (AIDS Hilfe) had to leave COBA
Cohort because thelocal ethical committee requested the presence of a doctor forghiire study
period even thoughtheir testing siteswere completely nommedicalised. In France, AIDER&d to
rewrite and adapt the protocol to comply with the national data protection laMOE$ad to find a
way to collect baseline and folleup datain a strictly anonymous way, ensuring that nobody,
including CBVCT service stéifid access tdhe data. To do soAIDESmplemented their own data
collectionsystem handledentirely by the participant using tablet3he cases of LILA Milano a@d /

Ath-Thes Checkpointare different since thy joined the project later on.
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2.3.2 Data collection methods

According to the initial protocolall questionnaires (baseline, follewp and refusal) had to be self
completed except for GAT/CheckpointLXince they were already using a compugessisted

guestionnaire administered e checkpoinstaff.

In all sites but AIDEEBVCT services staff haddigitalise the questionnairethrough the online

data entry tool developed by the WP leader (see anleB).This tool is secured by an https
connection protocol. Only the CBVCT services members participating in -COB#t and the WP
leader have amess to the tool, using a personal account (login and password). The tool has different
levels of accessibility: the WP leader can accedbaliatabases while eacstudy partner can only

access its own database.

In the framework of Euro HIV EDABclk study partner was expectedo sharethe data every 6
months (4 data censorships during the projectptudy partners using the perand-paper

guestionnaire enteed the data in the 3 months following the data censorshidlDES and
GAT/CheckpointLiXad tosubmti the databaseincluding COB&ohort variablegoded according to a
specificatiorfile provided by the WP leader.

Following the experience of AIDEISe WP leader implemented, for thostudy partners using the

data entry tool of COB&ohort, a tablebasd questionnaireén March 2017 The WP leader also

tooki KS 2 LI NI dzyAdGe (2 Ay Of dzRuSsTonraite, ardmiideStgoRThe T (1 K S
reminder tool consistsof an additional question asking the participant whether he would like to

receive an email to be remindeghen to returnfor a test. If he accepts, he has to provide an email

address and to decide in how many months he wants to be reminded. These (remicdptace

and time until next reminder) are also stored in the WP leader databaikout the email of the

participant. Indeed, when the participant finalises the questionnaire, the email address is

automatically encrypted and stored in a separate datalthseis not accessibley the WP leader.

2.3.3 COBA -Cohort c hallenges

In general, COBBohort was well perceiveaihd acceptedy both CBVCT servicgsff members and

participants but several difficulties arose during the course of the study.
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Challengesfri I #" 6#4 DOl OEAAOOE OEAA

Lack of time was the main problem faced by Ca@Bortstudy partners. Although the study aimed

to not disturb the daily work of the CBVCT servidesijting all eligible mento participate was
sometimes complicated, and even impidde ifmany attendeeswere visiting the CBVCT serviae

the same time In addition, trying to convince someone who just obtained a negative result to
participate in COB&ohort before leavingwas also challenging. Thidid not occurred in
GAT/CheckpoimtX since cohort participation is offered to all attendees between the test and the
results Attendeeswere invited to staywith the CBVCT providés answer the questionnairevhichis

also usé as a basis for a counselling discuss@ro go in thewaiting room.In general participants

felt comfortable talkngabout their sexual behaviour with the CBVCT providers.

The other major challengéor study partners using the peandpaper guestionnairesvasthe data
entry. The data entry iparticularly ime-consuminggspeciallyfor the longerbaseline questionnaire.
The implementation of the tablebased questionnaire considerably improved the study
implementation although it still requires several adjustments. CBVCT providers find itoeasy,
and paticipants, especially those whareviouslyfilledin the penandpaper questionnaireywere very

happy to use the tablet ancsometimes¥ Sf & Y2NB dGLINRPGISOGSRE NBIIFNR

anonymity.

Recruiting participants during outreach testing sessioasulted in more complicaibns than
expected,initially for AIDES butater for all studypartners usingvhen they switched to tabletsince

a WiFi or 3G internet conraions was not always available in gay venugEDES also faced another
problem: AIDESiasmany volunteersaand a highturnover in the teams participating in COEAhort,

so the French coordinator of COBAhort had to repeat the training sessions of the CBVCT

providers,which proved to be usustainable.

The followup of participant is alsore of the main challenges for COBAhortstudypartners. Many
LI NI AOALI yia& & Aft fostiokalniv-ups Secalsatheyi viieFe SoNaSKedort-thiey didl €
not remember to tellthe CBVCT providehey were part of the COBBohort. In order to remind
both CBVCT providers and patrticipants to talk about possible participation in-Ca¥d#t, posters
were createdfor AIDES, LILA Milano, Legebitra and PViAibss Checkpoin{see annex6.10). In
AIDSFondet, a list of all COB2Zohort participants was established at the end of the recruitment
period in order to check, for thosgho already havan UPI, if they were part of the cohort or not. In
PV Ath-Thess Checkpointisowever, the UPI cannot be retrieddike the COBATEST U&hd so

participans are provided with a special card from the checkpoints with their GO8#ort code.
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Challengesfrompat EAEDAT 006 OEAA

Most participants were very happy tmontribute to COBACohortby completing questionnass, but

some of themfound the questionnaireo be too long According to the feedback received by COBA
Cohortstudy partners, this did not affect the willingness of participants to come back for a test, but

they sometimes came baclkand refused to complete afollow-up questionnaire.In GAT/
CheckpointLX, when a participant did not want to fill in a questionnaire, Checkpoint staff filled an
GSYLIi @ ¢dzlF 2lf 22U A2y Yyl ANB 6a4StSOGAY3I aR2 y2i lyagsg!

test results in order not to lose those data facidence estimates.

Recently, it was decided to reduce the size of the questionnaires, in order not to lose participants.

Thiswill be done in the coming months.
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2.4 Data Management and Analysis

2.4.1 COBA -Cohort databases

The ditabase used to prepare this repbcomprise baseline, refusal and follayp data from all
participating sites until FLMarch 2017, except for LILA Milano & Ath-Thess Checkpointghere

data until 3¢" June 201 %vere includedsince the recruitment was still ongoing.

The databases sined byGAT/CheckpointLXre somewhat incomplete because they do not have all

COBACohort questions in their questionnaire.

Legebitra is also missing follayp data, since it was not possible for them to use the GOBHort
follow-up questionnaire until Haruary 2017. Legebitra thus send an incomplete follqgvdatabase
for the period prior to February 201 based on thedata collected routinelyamong the attendees

included in COB&ohort

The refusal databasbad some general issuémcompleteness, duplates, etc.; see sectioR.6.3,
andthe AIDES & NB T dza led gretlyfiom thdrotherst&iNgartners. It was not possible for
AIDESo implement a refusal qué®nnaire and/or refusal regist, so they seha databasewhich
was an extractionfrom their own monitoringdatabase AIDES routinely collects basic data for all
tested usersat a national levelage, previously tested or not, boabroad, etc. The COB2ohort
coordinator in AIDES first selected the datllectedduring the study periodand at siteswhere
COBACohort participation was offered, then removed individuals whexd agreed to enter the
COBACohort and thosevho werenotef A 3A 6t S 6&2dzyASNJ GKIFy wmy FYyR
database is much more exhaustive than in other count(ieg with fewer variable3 and it is not
possible to know which individuais the database were actually offeregarticipation in COBA
Cohot.
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Many indicators were created in the complete databaable2.4t 1 presents the most important

ones used in this report.

Table2.4t 1a | Ay Ay EohsOuctip? NB& Q

(Inconsistent condom
use)

1 Almost always

I Sometimes

1 Rarely

9 Never

9 Did not practice anal sex with casyartners
in this period

Indicator _ Question Recoded items
dWhatisyour h 3KSad SRdzOl ( A 41 Secondary education or less
(International Standard Classification of (ISCED-2-3)
Education, ISCED 1997) 2 First stage of tertiary
1 ISCED 1: no secondary qualification education (ISCEDS)
9 ISCED 2: lower secondary or second stage d 3 Second stage of tertiary
Education basic education education [SCED 6)
9 ISCED 3: (upper) secondary education
1 ISCED 4ostsecondary, noftertiary
education
9 ISCED 5: first stage of tertiary education
9 ISCED 6: second stage of tertiary education
G2 KAOK 2F (KS F2ff 26A|1Inactive employment
OdzNNBy i 200dzZld GA2YyKE (Employed fultime,
1 Employed fultime employed paritime, self
1 Employed partime employed)
1 Self employed 2 Not in active employment
Employment 1 Non-declared work, moonlighting (unemployed, with or without
9 Unemployed (with or without subsidy) subsidy)
I Student 3 Other situations (Non
1 Retired declared work, moonlighting,
1 Longterm sickleave/medicallyretired student, retired, longterm
9 Other sickleave, othej
dn the previous 12 months, how often condom|{ 1 No ICU (always or Did not
were used for anal intercourse (insertive or practice anal sex with casual
receptive) with your casual male partneés? partners)
ICU casual 1 Always 2 ICU (Almost always,

sometimes, rarely, never)

ICU casual and/or
steady

ICU casual
ICU steady

1 No ICU (No ICU Casual and |
ICU steady)

2 ICU (ICU casual andi@U
steady)

ICU steady

an the previous 12 months, how often were
condoms used for anal intercourse (insertive ol
receptive) with this steady partne¢?
1 Always

9 Almost always

1 Sometimes

1 Rarely

1 Never

1 Did not practice anal sex with this partner

1 No ICUYalways or Did not
practice anal sex with the
steady partner)

2 ICU (Almost always,

sometimes, rarely, never)
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Indicator

Last risk exposition

Table 2.4 1 (continued)

" Question
¢CKS 2NRAIAYIFE ljdzSadAazy
have you been atisk of HIV infection for the last
GAYSKEe

9 Within the 24 hours

9 Within the last week

9 Within the last month

1 Within the last 6 months

1 Within the last 12 months

9 More than 12 months ago

1 | have never been at risk of infection

Recoded items

1 Less than 6 months

2 Less than 1ghonths
3 More than 12 months
4 Never afrisk

Outness

@Thinking about all the people who know you
(including family, friends and work or study
colleagues) what proportion knows that you are
attracted to men?
9 All or almost all
9 More than half
1 Less than half
1 Few

1 None

1 More than half (items-R)
2 Less than half {8)
3 None (4)

Partnership

oCurrently, do you have a steady male partner,
i.e. that you consider as your main/principal
partner® ¢, S&kb20

oHow many different casual male partners have
you had sexvith in the previous 12 monthg?

1 Steady partner only (0 casual
partner)

2 Steady and casual partners

3 Casual partners only

Perceived risk of HIV
infection (scale)

¢CKS 2NRAIAYIFE ljdzSadaAazy
10; 1 representing the lowest risk gétting
infected by HIV and 10 the highest, what would
you say about yourisk of getting infected by
| L+¢

1 Low risk: items-B
2 Medium: items 47
3 High risk: items-20

Selfdefinition
according to sexual
orientation

G2 KAOK 27F (KS estiéstriBes A
K2g @2dz GKAY]l 2F @&z2dzN
9 Gay or homosexual

1 Bisexual

9 Straight or heterosexual

1 Any other term

1 I don't usually use a term

1 Gay/homosexual
2 Bisexual
3 Other

Sex under the
influence of Chemsex
drugs

dn the previous 12 months, did you hasex
under the influence of alcohol or drugs?
(Yes/No)

df yes, in the previous 12 months, how often di
you have sex under the influence ©flist of
substances)

1 Yes (at least one substance
among: GHB, Crystal meth,
Ketamine, Mephedrone)

2 No (none ofhese substances

Total number of sexua

oHow many different casual male partners have

partners

you had sex with in the previous 12 months?

Number of casual partner +1 if
also a steady partner
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2.5 Statistical analysis

Descriptive analysesvere performed on each variableat the baseline andfor the refusal
guestionnaire in order to describe the activity and the main characteristicC@BACohort (both
the total and separately for eaclstudy partner). Statistical significance for the comparisar
categorical variables was checked using<ghiare tests (or Fisher exact tests when required), and

with the KruskaWallis testfor comparisons of continuous variables.

All missing values wereemoved from the denominator of each variabléVhere the number of

missing values was higher than 10% or 28% is indicated in theorrespondingable.

Data management and statistical anatgswere performed using Stata 15 (College Station, TX:

StataCorp LP), and R Studarsion 1.1.383

2.5.1 Determinants of routine testing

TKS YIAYy NBlFaz2y F2N) 3SdaAay3a GSadiSR 4 olFaStAays

section3.2.1) was analysechiorder to find the factors associated with routine testing

For this analysis, aub-sample was selectedt was decidedto selectthe participants who were
enrolled in COB«&ohortmore than18 months prior to the 4 data censorshipo haveatotal follow-

up period large enough tensure participants had the opportunity to returithe criterion of 18
months was chosen based on the initial recommendations of testing shared by almost all study
partners (at leasbne test per year)plusa margin of 6 monthsgiven than testing every 12 months
was only a recommendatiomn addition,even though the longest period of time observed between
the baseline and the first followp visit was 23 months (which would have excluded almost all
COBACohort participants sirethe longest time in follovup in COBACohort was 26 monthsjhe
longest period of time between the first and the second foHop visits was 18 months (s@able

3.3t 2).

The criterion thusexcluded all participantsecruited inthe three sites who starte@OBACohortin
2016 (AIDES, PV/Afthess Checkpoints and LILA Milainojn this analysisAll participants recruited
in the other three sitedefore ' October 2015vere included (n=1,011).

Chisquare and Kruskadallis tests were used for all univariate, with a significance threshold of 0.10.

All significant associations were thémcludedin a multivariatelogistic regressiomodel The final
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model was obtained using Borward-stepwise selection methodhased on the Wald test (entry

threshold pvalue < 0.05).

2.5.2 HIV incidence estimates

To calculate théHIVincidence, participants were first classifiedtimee categories:(1) participants
who sepconverted (2) participantsin active followup and (3)participantslost to follow-up at the
time of the 4" data censorshipParticipants were classifieith the latter categorywhen the time
between their last visit and the censorship datas longer tlan 18 months, using the same

reasoning as fathe selection of participants the analysis of determinants of routine testing.
The persoryear contributionof each participantvas calculateds follows

(1) For participants who seroconvertedinte between the baseline visit and the npadint
between the visiwith reactive result and the previous one
(2) For those in active followp: time between the baseline visit and the censorship date,

(3) For those lost to followip: time between the baselineisit and the last visit in COB2ohort.

The HIV incidence ras€computed per 1000 perseyear units)have been estimated for the whole
sample and for eachtudy partner where at least one seroconversiarccurred The 90% confidence

intervalsof these rateswere calculated using the Normal approximation.

2.5.3 Determinants of sexual risk behaviour

Similarly to the analysisf the determinants of routine testing, a specific analysis was performed to
identify factors associated with inconsistent condom use with casual partners in the last 12 months

(see sectior2.4.1for the construction of this indicator).

Univariate comparisonsvith the most relevant indicators were performedsing Chisquare and
KruskalWallis tests on the subsample of MSM who reported at least one casual partner in the
previous 12 months (n=3,477). All variablsgnificantly associated with the outcome in the
univariate analysispfvalue < 0.1pwere included in the multivariate logistregression. The final
multivariate model was obtained using@ward-stepwise selection method based on the Wald test

(entry threshold pvalue < 0.05).
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2.6 Sample selection

2.6.1 Participants enrolment

Overall 4,276 participants were enrolled in COBAhort ketweenthe study launch in February 2015
and June 2017rigure2.6t 1 shows the number of participants enrolled each month according to

the study partner.

100 -
80 - | Legebitra, Slovenia (n:531)
60 -
40 -

20 -
RS EEREE R RE R e " EEREAMEE

100 -

80 GAT/CheckpointLX],
60 - Portugak (n=1867)

100 04 3
40 - scls7 g e 52180 85878
20 - 39

100 -
80 AIDSFondet, Denmark (n:95(1)

100 4
80 - AIDES, France (n=301)
60 -
40 -
20 -

100 -
80 -
60 -
40 -
20 -

Positive Voice/AthThess Checkpoints,
Greece (n=531)

100 -
80 - Fondazione LILA Milana,
60 Italy (n=93)
40 - 37
20 1 2 0 2 8 . 0 5 7 6 4 4

Feb Mar Apr May Jun Jul Aug SeptOct Nov Dec Jan Feb Mar Apr May Jun Jul Aug SeptOct Nov Dec Jan Feb Mar Apr May Jun
2015 2016 2017

Figure2.6t 1 Monthly frequencies of enrolment in COB&ohort (N=4,276)
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The study partners who started recruiting for COE¥hortin 2015 (Legebitra, AIDEondet and
D! ¢k/ KSOTLRAYG[ -0 ¢ FiBaroundk28-30 paatigipant cedtdsted] dziorithivih
Sloveniahroughout the studyperiod, 80100 in GAT/CheckpaiLX and 6®0 in AIDS-ondet for the
first year, 3650 for the second year (excluding the months of July where-Rtib8et is closed, as
well asLegebitra in 2016)The lower rate of enrolment in the second year in AFd8det is mainly

due to the fact that many attendees were already C@EAort participants in 2016.

Two other study partners started in early 2016 (AIDES d&MAth-Thess Checkpadis), while LILA
Milano officially started on October 2016 (the 4 participants enrolled before dlad¢ were pilots).

The decreasing numbeof enrolled participants in AIDES showed that it has been very complicated
maintain recruitment numbersvhen, as mationed earlier, the teams are mainly composed of
volunteers, with high turnover rate. Recruitment stopped in Ma2®l7, as did follow-up of
participants. AIDES is currently thinking about liowestart the study, probably in a smaller number

of sites, ad focussed\ y | jré@m@&sds@therthan outreach testing sessions.

In PVAth-Thess Checkpoints and LILA Milano, recruitment was still ongoing in June 2016. The low
monthly enrolment rate in LILA Milano is linked to the organisation of the CBVCT service: few testing
sessions pemonth and peoplenot willing towait and completehe COBACohort questionnaire as

they already have their test result araften hadto wait for a long time before the test. The two
peaks November 2016 and June 201cbrrespondto the European Testing Week and the Gay Pride

events, respectively.

The iregular enrolment frequency observedV/ Ath-Thess Checkpoints does not haveodvious

explanation

2.6.2 Final sample

Thea TAY | t refels Ylttie Sléaned database including data (baseline and folipy for all
participating sitesat the time ofthe 4" data censorship (3'March 2017 for all; 30 June2017for
LILA Milano an@V/ Ath-Thess Checkpoinjts

The database of COBZohort comprises all data from the WP5 data entry tool / tablesed
guestionnaire, the baseline and follewp databases fronGAT/CheckpointLX and AIDES, and some

follow-up data from Legebitra for the period they were not using the follgmwuestionnaire.
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Many quality controls were implementethroughoutall the process of data management and data

analysisFigure2.6t 2 shows thedata cleaning completed ithe row database to obtain the final

sample.
Accept.ed to Final sample
participate
(N=4,276) (N=3,976)
3 Missing birth Reactive test Missing reactive No sex with Missing sexual
Dupl;i‘a_t;:)data date or <18yo result at test result at men <12 behaviour data
B (N=10) baseline (N=82) baseline (N=11) months (N=145) (N=24)
Figure2.6t 2 Flowchart of data cleaningFinal sample: N=976)
OverallLHy ljdzSadA2yylANBa oSNBE NBY2OSR 0SSOl dzaoS

individuals were removed because they were younger than 18 or with missing date ohbd 82

because they had a reactive test at blise (mainly from GAT/CheckpointLX where data are

I OOA |

collected for all users, n=71Among the 11 individuals with missing test result at baseline (here

removed), Shad testednegative and will be considered in the next extraction of COBAK 2 NIi Q &
and 2 were not testedthat day. This also occurred in Legebitra during follgwvisits: several

participants came fora reason other than testingat the CBVCT service, but compkktéhe

guestionnaire.

The other 169 individuals removed from the database wé@se not reporting any sexual activity
with menin the previous 12 months (n=145), and those who did catpleteany questionsn the

section on sexualitih=24, most of them actually dropped out the questionnaitehis stagé.

The final sample o€OBACohort is thus composed of 3976 individydtse distribution bystudy

partner isshownin Figure2.6t 3.

B GAT / CheckpointLX, Portugal
(n=1674)

B AIDS-Fondet, Denmark
(n=930)

m PV / Ath-Thess Checkpoints, Gree
(n=509)

O Legebitra, Slovenia
(n=495)

OAIDES, France
(n=276)

OF. LILA Milano, Italy

(n=92)

Figure2.6t 3 Final sample distribution (N=3,976)
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2.6.3 Refusals

Refusal datahouldbe interpreted with caution. Firstbecauseduplicates cannot be identified since
the questionnairavasanonymous (without UPI), so peopteay have refusetb participate inCOBA
Cohort twice or moreSecond, the completeness of the refusal database is quite low and missing
data not always randomly distributed (e.g. the sites who switched from the refusal questionnaire to
the refusalregiser). Third,the information collectedor the refusal database is not the same across

all study partners

Among the 8,483 refusalscluded in the final database83% came from AIDES. As previously
mentioned,! L 5 @afa®re much more exhaustive thahat of other study partnersLy G KS | L 59 {
data it is not possible to differentiate between those who refused to participate and those who were

not offered the possibility to participateAlDESwill thus be considered separately from the other

study partnerswhen exploring at the ovall refusal Datafrom LILA Milano will not be taken into

account in the following descriptisbecause of the small sample size (n=9).

Refusal rates

Although calculating the overall refusal rate does not make sense because of the exhaustive data
from AIDESTable 2.6t 1 displays the refusal rates for each partnand the total refusal rate

calculated using data from atudypartnersexceptAIDES.

Table2.61 1 Refusal ratedy study partner

| Accepted] __Refused| Refusalrate

AIDESFrance) 276 7088 96.3
AIDSFondet(Denmark) 930 212 18.6
F. LILA Milangitaly) 92 9 8.9
GAT / CheckpointL(Rortugal) 1674 931 35.7
Legebitra(Slovenia) 495 62 111
PV / AthThess Checkpoin{&reece) 509 181 26.2
TOTAL* 3700 1395 27.4

* Excluding data from AIDES.

The totalrefusal rate in COB&ohort by the time of the 4 data censorship was 27.4%. This rate is
certainlyan underestimate since CBVCT providers mentioned skeatral attendees did not warb
answer any questionéncluding for the refusal regist). The lowest refusal rates were observed in
the smallest sitesBeyond the personal motivation of the Slovenian CBVCTs users to participate in a

research studythe rate is probably lower because they can take the advantage of the systematic
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waiting time lefore the test to filin the questionnaire Additionally peer counsellors may spend

more time with them as the annual number of test smaller than in other sites.

In LILA Milano however, the difficulty of recruiting participants (as explained atrntieoesection
2.6.]) is not reflected heremay be because many of those who refused to participate did not want

to provide any data.

In GAT/CheclgintLX, the refusal rate (here 35.7%&s beenquite stable since they started to
implement their cohort Feedback fronCBVCT providenmeported that many attendeescould be
duplicated in the refusal database since they refused participation more than éimeever, they
also reported that lots of participants refused to take part in the cohort while thege coming fora

first test in GAT/CheckpointLByt thenacceptedwhen they returned

Selection bias

Table2.6t 2 presents the comparisonf those who refusedo those whoagreedto participate in
COBACohort excluding data from AIDES and LILA Milano for the reasons previously mentioned
Participantsenrolled in COB&ohort are more likely to be young, male, not born abroad and

defining themselves as gay.

Table2.6t 2 Comparisorof refusal and baseline data

value
(n=1386)|  (n=3608)| "

Age median[IQR] 29[24-37] 28[2337] 0.059

Gender Male 97.9 99.5 <0.001
Transgender 2.1 0.5

Born abroad Yes 32.8 225 <0.001
No 67.7 775

In Active employment Yes 65.1 66.4 0.426
No 34.9 33.6

Seltdefinition* Gay, homosexual 73.7 829 <0.001
Bisexual 19.7 12.8
Other 6.5 4.3

Last HIV Test < 12 months 42.6 43.8 0.688
> 12 months 28.1 27.9
Missing/not tested 29.3 28.2

Data from all partners but AIDES and LILA Mit&ai.available in Positive VoicEQR:
interquartile range? Missing values > 20%.

Interestingly, although there was no difference regarding the time since the lastedt\ivhen
comparing all refusal and baseline data, this indicator was significantly different when looking at each

study partner separately {able2.6t 3). Indeed, in GAT/CheckpointLX, participants of GO&#ort
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were more likely to report no HIV test in the previol® months, while the othestudy partners

seem to have recruited more participants recently tested.

Table2.6t 3 Comparison of refusal and baseline data btudy partners

] Refusal|  Baseline| p-value

| ADE§France) | (n=7088)]  (n=276)] |
Age median[IQR] 31[2542] 31[23-39] 0.006
Gender Male 97.6 98.2 0.537
Transgender 2.4 1.8
Born abroad Yes 26.3 21.7 0.09
No 73.7 78.3
Last HIV Test < 12 months 61.1 74.3 <0.001
> 12 months 27 19.9
Missing/nottested 11.9 5.8
| AIDSFondet(@enmark) [ (n=212)| _ (n=930)| |
Age median[IQR] 32[25-39] 33[2642] 0.048
Gender Male 99.5 99.8 0.453
Transgender 0.5 0.2
Born abroad Yes 30.2 29.9 0.929
No 69.8 70.1
In Active employment  Yes 68.3 68.5 0.969
No 31.7 31.5
Selfdefinition Gay, homosexual 73.2 86.4 <0.001
Bisexual 20.6° 10.8
Other 6.3 2.8
Last HIV Test < 12 months 31.1 48.2 <0.001
> 12 months 42 30.8
Missing/not tested 26.9 21.1
| GAT/CheckpointLX (portugal) [ (n=93)| (n=1674)] |
Age median[IQR] 29[24-37] 28[2336] <0.001
Gender Male 97.4 99.2 <0.001
Transgender 2.6 0.8
Born abroad Yes 38.6 28.3 <0.001
No 61.4 71.7
In Active employment  Yes 65.4° 69.2" 0.093
No 34.6° 30.8"
Selfdefinition Gay, homosexual 74.9 82.2" <0.001
Bisexual 19.2 13.9"
Other 5.8 3.9
Last HIV Test < 12 months 49.3 35.5 <0.001
> 12 months 21.6 29.4
Missing/not tested 29.1 35.1
[ Legebitra(Slovenia) [ (n=62)| _ (n=495)| |
Age median[IQR] 29[2338] 29[24-37] 0.815
Gender Male 100 100 --
Transgender 0 0
Born abroad Yes 9.7 3.4 0.031
No 90.3 96.6
In Active employment  Yes 68.9 60.6 0.212
No 31.1 39.4
Selfdefinition Gay, homosexual 57.4 78.5 0.001
Bisexual 24.6 13.4
Other 18 8.1
Last HIV Test < 12 months 32.3 39.8 0.004
> 12 months 194 32.1
Missing/not tested 48.4 28.1
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Table2.6t 3 (continued)

PV/ Ath-Thess Checkpoints (Greece) (n=181) (=509 |

Age median[IQR] 28[2334] 25[22-33] 0.003

Gender Male 97.8 99.8 0.019
Transgender 2.2 0.2

Born abroad Yes 14.4 8.3 0.019
No 85.6 91.7

In Active employment  Yes 59.1 60.2 0.806
No 40.9 39.8

Last HIV Test < 12 months 25.4 67.4 <0.001
> 12 months 48.1 13.9
Missing/not tested 26.5 18.7

"Selfdefinition" not available in AIDES and Positive Voice; "Employment status" not
available in AIDES. IQR: interquartile raridéissing values > 10%Missing values > 20%.

The difference regarding age in the overall comparibetween agreed and refused also hides
differences between study partnersthe median age of study participants from AIDES,
GAT/CheckpointLX and PV/Athess Checkpoistis lower than those who refused to participate,
while in AIDS~ondetit is higher

Main reasons for refus al

The main reasonwhy peopledid not want to enter COB&ohort in GAT/CheckpointLX, AlBshdet

and Legebitrare shown in Figure 2t64.

0 10 20 30 40 50 60

L R2y Qi gl yid G2

¢

L RARYQU sglyl U2 4&Agnys m AIDS-Fondet, Denmark (N=149) | F

B GAT/CheckpointLX, Portugal (N=9B81
@ Legebitra, Slovenia (N=58)

W Total
T T T T

The objectives of the project were not very clear to m

* Not available in GAT/CheckpiointLX

Figure2.6t 4 Refusal reasons (N=1,138)

AIDESIid not collect the information, anadeither did LILA Milano and PV/AfRhess Checkpoints

since theyused the refusalregiser where the information is not collected (see sectdr2.l, Refusal
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data). Reasons for refusing are not well documented in the database, with mesyngivalues in
AIDSFondet and Legebitrg§29.7% and 6.5%, respectively, also due to the switch from refusal

guestionnaire tahe registerof refusas).

Overal,aL R2y QG glyld G2 FyasSN l[dzSadA2yyl ANBas¢
participation(44.4%) but this was particularly true in GAT/Checkpoin#& 1%, while less than 30%

in the otherstudy partners. In AIDS~ondet and Legebitrahe first reason for not participating was

the lack of time (40.9% and 31%, respectively), while the conadyast anonymity were highest
Legebitra (24.1% while 12.1% of less in AiDi&let and GAT/CheckpointLX).
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3 Findings

3.1 Sample description

3.1.1 Demographics

Participants of COB@ohortwere agd between 18 and 84 years old at entrance, with a higher
proportion of people agedless than 25 recruited in PV/Aifthess Checkpoints, and a higher

proportion of people aged oved5 in AIDSondet(Figure3.1t 1). Overall, the median age was 39

and almost all participastwere male(99.4%); the highest proportion of transgender people was
recruited by AIDESTable3.1t 1).

100%

80% -

60% - O55+

m45-54
40% -

m35-44

m25-34
20% -

m<25

0% - T T T T T T
AIDES AIDS-Fondet F. LILA Milano  GAT/ Legebitra PV/Ath-Thess Total

(France) (Denmark) (Italy) CheckpointLX (Slovenia) Checkpoints
(Portugal) (Greece)

Figure3.1t 1 Age group distribution bystudy partner (N=3,976)

The proportion of participants born abroad vari#@dm 3.4% in Legebitréo 30.2% in AlIDSondet,
with the longest mediarperiod of residence in their current country observed in France (38 years

versus 4 to 18 years elsewhere).

Half of the sample (51.2%gported an educational level equivalett the first stage of tertiary
education The highestproportions of people who have completed thesecond stage of tertiary
education were observed in LILA Milano and GAT/Checkpointhd may be due to different
classification of the study levelalmost two in three participants (62.6%) were in active employment
at entranceto COBACohort, with higher rates of unemployed peoplesebved in AIDES and RYh-
Thess Checkpoints (12.3% and 13.2%, respectively).
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Table3.11 1 Demographic§N=3,976)

GAT/
AIDES :
(FR) '
(PT)

Age at baseline
Median[IQR]
Gender
Male
Transgender
Born abroad
Yes
No

Time since arrival (in years)

Median[IQR]
(n¥)

Education

High school graduate or less
First stage of tertiary education

Second stage of tertiary education

Occupation

In active employment

Other situation (students, nen
declared work, retired, sicleave

etc.)
Unemployed

PV/Ath-

Check Legebitra Thess

pointLX (sh) Chkpts

(GR)
| (0=276) | (n=930) (n=1674) | (n=495) | (n=509) [ (n=3976)
31[2339] 33[2642] 30[2636] 28[2336] 29[2437] 25[2233] 29[2337]
98.2 99.8 100 99.2 100 99.8 99.4
18 0.2 0 0.8 0 0.2 0.6
21.8 30.2 14.6 28.4 3.4 8.6 22.5
78.2 69.8 85.4 71.6 96.6 91.4 77.5
38[2941] 4[1-11] 4[1-22] 2[1-10] 7[3-16] 18[4-24] 4[1-16]
(50) (263) (413) (14) (41) (36) (817)
26.8 31.2 32.2 40.0 38.5 18.7 33.9
67.0 64.0 233 375 53.1 66.9 51.2
6.2 4.9 44.4 22.5 8.3 14.4 14.9
62.3 67.5 65.2 61.4 60.1 59.3 62.6
25.4 28.0 26.1 32.1 33.6 27.5 30.1
12.3 4.5 8.7 6.5 6.3 13.2 7.3

IQR: interquartile range. * sampgizes of participants who provided the date or their arrival.

Figure3.1t 2 suggess that participants from PV/A#Thess Checkpointsere experiencing more

difficulties regarding their living conditions (putting aside the item about annual hadidsshile

I L 5 9 { tidpantdwkréldxperiencing less.

0

20

40 60 80 100

g
(FR)

F. LILA Milano
(Im)

LeQEbitfaH?

(sn

PViAth-Thess Chkph
(Greece)

Total

=

Data not available in AIBndet and GAT/CheckpointL

B A week's annual holiday away
from home

W Meat, chicken or fish (or
vegetarian eq.) every 2nd day

m An unexpected, but necessary
expense of £500

O To keep my home adequately
warm

O Cannot afford any of these

Figure3.1t 2 Which of the following can your household afford®=1,372
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3.1.2 Sexual orientation and outness

More than bur in five participants defined themselves as gay or homosg82a4%), and more than
one in ten (12.3%) as bisexudlaple 3.1t 2). Legebitra and PWth-Thess Checkpointsad the
R 2 16 QdiineWzd $ 3 1%odarfsl Ny

w

highest proportions oparticipantswho O K 2 &d%3a dar f t &
12.3%, respectively).

Table3.11 2 Selfdefiniton OO2 NRAYy 3 (2 2y SQooutieSENIBI76)2 NASYy G GA2Y

AIDS F. LILA
A(ERE)S Fondet | Milano
(9] (IT)

Selfdefinition
Gay or homosexual 83.0 86.4 90.1 82.2 78.5
Bisexual 13.0 10.8 8.8 13.9' 134
Other 4.0 2.8 1.1 3.9 8.1
t NBLE2NIAZ2Yya 27F LamMdifdeda add woik ar@tudy Boflebgiidearé&hiey ace Rttracted to men
More than half 75.0 820 68.5 56.1
Less than half 19.9 13.8 25.0 36.9
None 5.1 4.3 6.5 6.9
Is your family doctor/general practitioner aware of your sexual orientation?
Yes he is 49.6 52.5 20.7 26.4
No he is not 34.8 24.0 58.7 47.8
Do not know 9.1 215 18.5 23.6
Do not have a family doctor/general practitione 6.5 2.0 2.2 2.2

' missing values >10%

The level of outness also reflected this difference. Participants frobegebitra and PV/Atfihess
Checkpointwere living their sexuality less openly than in other study sites: only 56.1% and 51.0%,
respectively, repoed that more than half of their family, friends dncolleagues were aware they
were attracted to men whereas the proportions varied fro8.5% to 82.2% elsewher&qually,

only 26.4% and 16.5%eported that their family doctor was aware of their sexual orientation
Legebitra and PV/Atithess Checkpdis respectivelyyersus 49.6% and 52.5% in AIDES and-AIDS
Fondet, respectively. In LILA Milano, the proportion of those whose family deeteaware of their
sexual orientation is surprisingly low (20.7%) compared with the number of participants defining

themselves as gay/homosexual (90.1%) or reporting that more than half of their relatives were aware

of their sexual orientation.

GAT/
Check

pointLX
(PT)

[ (n=276) | (n=930) | (n=02) | (n=1674) | (n=495) | (n=509) | (n=3976) |

Legebitra
(Sh

PV/Ath-
Thess

Chkpts
(GR)

78.0
9.7
12.3

51.0
45.9
3.1

16.5
41.1

4.5
37.8

Total

82.4
12.3
5.3

68.1
27.1
4.8

37.2
35.7
16.5
10.6

Participants were also asked about a possible experience of verbal or physicalrathese lifetime

because of their sexuatientation (Figure3.1t 3).

! As defined in SIALON and EMIS 2010 sttMesndola et al., 2016; The EMIS Network, 2013)
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45
40

W AIDES (FR)
B AIDS-Fondet (DK)
mF. LILA Milano (IT)

B GAT/CheckpointLX (PT)

@ Legebitra (SI)
O PV/Ath-Thess Chkpt (GR

W Total

At workplace/school In the street/neighbourhood In my family

Figure3.1t 3 BEver been victim of verbal/physical abus&NE3,976

While verballphysicall 6 dza S 61 a4 @SNE dzyO2YY2y Ay LI NIGAOALIN Y
experienced verbal/physical abuse at workplace or at school (24.4%) and in the street of in their
neighbourhood (23.6%)which is consistent with the EMIS 2010 sur¢Eye EMIS Network, 2013)

tK2aS adaAGSa 6KSNB LI NIHAOALIYdGa 6SNB Y2NB WwW2dziQ
reporting more verbal/physical abuse in the street/neighbourhd86.2% and 34.7% in AIDES and
AIDSFondet, respectively), while participants from PV/Athess Checkpoints, those less out,

reported much more verbal/physical abuse at workplace/school (39.2% versus 14.4% % 31.5

elsewhere).

3.1.3 Health, HIV risk perception a nd STIs

Participants of COBBohort felt healthy at entrance, with about three in four declaramgexcellent

or very good state of health (76.7%), with the exception of AIDES where the proportion of
respondents reporting a fair state of health is highkan in other study sites (8.3% versus 2.2 to
2.4% elsewhere)Table3.11 3)

When asked to place themselves @ risk scale from & lowest risk to 10¢ highest risk of HIV
infection, 50% of the sample positioned themselves between 2 to Sen/Mdividing the scale into
three categories, about 50% of the samples from LILA Milano and RVh&ts Checkpoints were

classified as medium or high risk of HI\éation (versus less than 40% elsewhere).

Participants recruited in AIDES, AlBfhdet, LILA Milano and GAT/CheckpointLX were those whose
last risk exposition was the most recent: 29.3% to 38.5% within the last month versus 18.9% and

22.1% in Legebitra arflV/Ath Thess Checkpoints.
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One in ten participants reported at least one STl/hepatitis in the last 12 months before inclusion, and
about one in five more than 12 months ago. Overall, about 60% of participants from AIDES and AIDS
Fondet never had any Sihepatitis, whereas this proportion varied about 76.5% to 7%.3

elsewhere.

Table3.1t 3 Global health perception of HIV risland STI/Hepatitis historyN=3,976)

GAT/ PV/Ath-
AIDES Ifolr?dit I\'jl.illa;:]I;)A Check Legebitra| Thess
(FR) (OK) &) pointLX (sl Chkpts
(PT) (GR)

| (n=276) | (n=930) | (n=92) | (n=1674) | (n=495) | (n=509) | (n=3976) |

Perceived state of health

Excellent 19.6 29.9 20.7 - 320 18.2 26.1
Very good 46 49.7 44.6 -- 47.1 59.3 50.6
Good 25.4 17.7 31.5 - 18.3 20.4 19.9
Fair 8.3 2.3 2.2 -- 2.4 2.2 3.0
Poor 0.7 0.4 11 -- 0.2 0 0.4
Affiliated to the public social security
Yes 96.7 - 80.32 -- 98.4 84.1 91.8
No ke - 19.7° -- 1.6 15.9 8.2
Perceived risk of Hiiifection
Median [IQR] 3[2-5] 3[2-4] 3[2-5] - 3[2-5] 4[2-5] 3[2-5]
Low risk 62.7 66.4 51.1 - 64.2 49.1 61.0
Medium risk 322 29.7 42.4 -- 31.3 42.4 33.7
High risk 5.1 3.9 6.5 -- 4.5 8.5 5.3
Last risk exposition
Within the last month 32.3 335 29.3 38.5 22.1 18.9 31.8
Within the last 6 months 36.6 40.5 42.4 335 434 34.3 37.1
Within the last 12 months 10.1 10.6 7.6 9.2 11.7 16.6 10.9
More than 12 months ago 10.5 100 16.3 10.3 12.1 14.6 11.2
| have never been at ris HIV infection 10.5 55 4.3 8.5 10.7 15.6 9.0
History of STI or Hepatitis
Yes, within the last 12 months 16.7 13.4 8.0 8.1 9.5 12.5 10.7
Yes, more than 12 months ago 23.9 29.7 14.8 14.6 13.7 11 18.1
No 59.4 56.8 77.3 77.3 76.8 76.5 71.2

Syphilis baseline test
Reactivé’e(sample size*)
HCV baseline test
Reactivéb(sample size*) - 07127 0(7)  0.3(581) 0(2) 0(21) 0.3(669)
IQR: interquartile rangé: missing values >10%missing values >20% Sample size of tested participants.

3.5817) 0(32) 7.91531) 3.4(382) 3.9103) 5.82865)

Among the STikepatitis reported by the participants in the last 12 months, the shivequent were:
gonorrhoea(39.5%) chlamydia(21.9%), syphilis (17.4%), condilomas (%.6nd human papilloma
virus orHPV(12.8%)(Figure3.1t 4). Data from LILA Milano are not discussed here because of the

small number of reported cases (n=7).
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50

45

AIDES, FR  AIDS-Fondet, DKF. LILA Milano, IT GAT/Check- Legebitra, SI  PV/Ath-Thess Total *

(n=46) (n=119) (n=7) pointLX,PT (n=46) Chkpt, GR (n=63)  (n=415)
(n=134)
B Gonorrhea B Chlamydiae B Syphilis
B Condilomas, genital warts B Human papilloma virus @ Genital herpes
O Hepatitis B O Hepatitis A O Hepatitis C

* Those who reported at least one STI/Hepaiitithe last 12 months.

Figure3.1t 4 STls/Hepatitis in last the last 12 monthdistribution by studypartner (N=415)

Different patternsare shownaccording to thestudy partner. Gonorrhoeawas the infection most
reported in all study partnerdVhile the second most reported infection was chlamydia in AIDES and
AlIDSFondet,syphilis condilomas and HPWere the most reported in GAT/CheckpointLX, Legebitra
and PV/AthThess Checkpointespectively. Higher proportions of genital herpes in AHO8®Et and
GAT/CheckpointLZan also beseen as well as higher proportions of HPV in GAT/CheckpointLX and
Legebitra, anda higher proportion of hepatitis A in Legebitra. See the complete distribution of

STls/Hepatitis bgtudypartner in anne6.11(Table6.11r 1).

The day of their baseline visits, 72% of the whedenplewas alsaested r syphilis and 16.8% for

HCV (Table 3.1t 3). Among those tested, the highegirevalence of syphilis was observed in
GAT/Checkpoini: 7.9% versus 0% to 3.9% elsewhere. Checkpaigtioxted 2 reactiveHC\results

(0.3%) and AlD$ondet ong(0.7%) but was due to a serological scar (previous infectidhg study

partners offer t§aS GG Sada I O02NRAYy3I (2 e&KOriskK@Bdlk Sthdy Sy (a4 Q
partners may have different thresholds at which they offer tests, thus we do not know if the data on

prevalenceare comparable
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3.2 HIVISTIt esting patterns

3.2.1 HIVISTI testing hist ory and baseline test

Upon enteringCOBACohort,a large majority oparticipants(84%)reported at least one previous HIV
test (Table 3.2t 1). The proportion of firsttime testers for HIV at baseline wamuch higher in
GAT/CheckpointLX and Legebitra (19.9% and 23.2%, respectively) compared with thetudiger
partners (5.86to 13.2%) Overall,less than hal{41.7%)were previously tested for STIs/Hepatitis,
and even less in GAT/CheckpointLX: 2&6fbpared to betweed2.4%6and61.6% elsewhere

Table3.2t 1 HIV/STI testing historyN=3,976)

GAT/ PV/Ath-
AIDES " Check Legebitra Thess
(FR) pointLX (Sh) Chkpts
(PT) (GR)

Ll [(n=276) | (n=930) [(n=92) | (n=1674) | (n=495) | (n=509) | (n=3976)

Ever been tested for HIV?

Yes 94.6 89.7 87.0 80.1 76.8 86.8 84.0

No 5.4 10.3 13.0 19.9 23.2 13.2 16.0
Tested for STIs or Hepatitis (<12 months

Yes 61.6 52.7 50.6 27.5 42.4 56.2 41.7

No 38.4 47.3 49.4 725 57.6 43.8 58.3

Participants mainly heard about the CBVCT service where they were recruited forCoOO&A
througha friend (41.8%), on the Internet (35.4%) or because theypnadouslybeen tested in that
CBVCT servic&igure3.2t 1). Ths rankingvariesaccordingto the study site see Table6.11t 2 in

annex

0 10 20 30 40 50

A friend told me about this CBVC
I've found this CBVCT in Interne
I've come in this CBVCT befo
LUgS asSSy GKraa /.zx/¢
Other reason CBVCT knowledd
| heard about this CBVCT in social meg
| heard about this CBVCT in dating sit
I SENR lFo2dzi GKA& /.
| heard about this CBVCT in magazi
| heard about this CBVCT via Ap{iER

VF2NXYEGABS YIFEOSNRI £|X

Y 2[dziNBIF OK LINB@SyliAlRyX

Figure3.2t 1 Knowledge of the CBVG&Ervice(N=3,976)
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Surprisingly!regular control / toknowY & KSIf 0K adl Gdzaé¢ 61 a G§KE FANRIG
day of participant®) 0 I & S {(Flgyfe3.2t@) t thé COBL&ohort questionnaire, tis item was
created using the answers of two separate iteng NBE 3 dzf + NJ O2 y i NP f(i¢K I &UR (odaazé o
to be consistent with the data from GAT/CheckpointdX@Sy @gAGK2dzi GKAa O2 NN
O2 y (i N2 f primaryrensoni fér $he baseline testcrossall study partners except inAIDSFondet
and LILA Milano, wheré KS a SLIA 42 RS 2 F dzy sde@eidightly &Bre (seflalf & SE ¢
distribution by partner inTable6.11r 2 in anney. The second and third reassfor the baseline HIV

test were: episode of unprotected anal and oral sex, respectively.

00 10 20 30 40 50 60 70 80

Episode(s) of unprotected oral sex

Broken condom

My partner asked me to get tested

Before dropping condom with my partne
Previous/current partner recently told me he is HI
Window period in the last test

* not available in CheckpointL.

Figure3.2t 2 Main reasons for thebaselinetest (N=3,976)

Table3.2t 2 presents the main testing patterns of participants who reported at least one previous
test before entging COBACohort. Overall, median time since last test was 9 montharying
betweenstudy partners: 67 months in AIDES, LILA Milano and P\\Atess Checkpoints versus-10

11 months in the others. This may be due to the recent changes in the recommendations and
practices regarding HIV testing: it is now much movenmonto recommend a test eary 6 months

for all MSMcompared towhen AIDS~ondet, GAT/CheckpointLX and Legebitra started recruiting for
COBACohort in early 2015The proportion of participants last tested more than 12 months prior to
the study was also higher AIDSFondet, GAT/GktkpointLX and Legebit(@89% to 44.7%compared

to those starting COB&ohort recruitment in 2016 (17.1% to 31.6%).
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Table3.2t 2 HIV testing patterns of participants already tested for HIV (N=3,341)

GAT/ PV/Ath-
AIDES ) Check i Thess
(FR) pointLX Chkpts
(F’T) (GR)

L | (=261 | (n=835) | (n=80) | (n=1343)] (n=380)| (n=442) | (n=3341)]

Time since last HIV Test

Median[IQR] 6[3-11] 10[520]* 7[514] 11[622]' 11[7-23] 6[4-11] 9[5-18]
<6 months 56.9 330" 44.3 30.8" 24.4 54.8 36.6
6-12 months 21.9 28.1* 24.1 23.9' 30.9 28.0 26.2
>12 months 21.2 39.0° 31.6 45.3" 44.7 17.1 37.1
Did you receive the result of that test?
Yes 98.5 98.6 97.3 99.9 96.2 98.4 98.8
No 1.5 1.3 2.7 0.1 3.3 1.4 1.1
| prefer not to answer 0 0.1 0 0 0.5 0.2 0.1
Where did you go for that last HIV test?
In this centre 34.5 41.8 13.8 20.7 34.8 75.5 35.7
In a public clinical setting 25.3 31.7 56.3 26.4 41.2 8.7 27.6
Elsewhere 0.8 154 25 35.4 2.7 0.5 18.6
In a private clinical setting 24.5 3.1 8.8 11.3 4.5 8.2 9.1
In another communitsbased centre 6.9 5.4 12.5 1.2 5.1 5.0 3.9
In a bar/pub, club, sauna or outdoors/van 7.7 2.1 0 3.0 7.7 1.1 3.4
In ablood bank, while donating blood 0 0 3.8 1.7 3.5 0.9 1.3
At home (using a setésting kit) 0.4 0.5 25 0.2 0.5 0 0.4
Tested in this CBVCT service in the last 12 months
Yes 61.3 48.7 18.8 17.8 36.6 77.6 38.9
No 38.7 51.8 81.3 82.2 63.4 22.4 61.1
Ever been tested for HIV with rapid tests
No 21.8 31.6 -- 47.5 78.2 16.1 36.4
Yes blood rapid test(s) 74.7 64.1 - 21.3 8.6 63.4 53.0
Yes, oral rapid test(s) 0.4 0.6 -- 21.3 11.3 3.9 4.2
Yes, both 3.1 3.6 -- 10 1.9 16.6 6.4
Ever forcedor tricked into taking an HIV test when you did not want to
Yes 1.5 - 1.3 -- 1.1 6.2 3.1
No 94.3 - 97.4 -- 92.2 92.2 930
| don't know 4.2 -- 1.3 -- 6.7 1.6 3.8

' missing values >10%missing values >20%.

More than one in three patrticipants (35.7%) performed his last test in the CBVCT service where he
attendedfor the baseline test, and thiwaseven higherin PV/AthThess Checkpoints (75.5%). More

than one in four (27.6%yere testedin a public clinicalegting. Amost one infive (18.6%pnswered

H AS6KSNB¢ s | is NBidlydiifoimed b At Kbiggest sites AIDSFondet and
GAT/CheckpointLX (15.4 and 34.4%, respectively, verstst0.2.7% for otherstudy partners).

¢K2aS LI NIAOA LA diraS NgKe2 KOKRR ABK St 97 LILI2 NI dyAWiRS (i2a 3 A
Y240 OAUGSR IyagSNBE ¢SNBE GRDRHLNE 2N @2@NP IRROG 2 JH
cited answers for GAT 2 NJ 0 2 0 K LJ HIBSHNEGEME ¥ $hoURl thds be recoded as

publicor privateclinical setting.

More than half of thevhole sample(53%)haspreviouslybeen tested with rapid HIV blood testst
the proportion ismuch less in GAT/CheckpointLX and Legebitra (21.3% and 8.6%tivetgec
Legebitr@d &  NABrandtfsuiprising since rapid tests are nmimmonly usedn Slovenia. Very few

participants (3.1%) reported they were ever forced or tricked into talking artddtwhen they did
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not want to, and this was more frequent in PMh-Thess Checkpoints (6.2%) than in other sites

(ranging from1.1% to 1.5%here the information was available.

3.2.2 HIVISTI testing habits and HIV testing intentions

When asked about their HIV testing habits in general, participants were quite consistanthe

reasons they gave for being tested at basebimecethe main pattern was to test periodicalfgr HIV
(60.8%)Figure3.2t 3). The otheleading reasons forestingg SNBY G ¢ KSy L FSSt GKI
NA&A]l 2F I Lx AYFSOlA2Yyé OS0oHDY: 20X G2KSY L KIF@S |
checkdzLJ( 6 mMp ®c20 YR G2 KSY Iy 2LILRNIdzyAide FNR&ASa¢

80 B AIDES, FR (n=261)
70 B AIDS-Fondet, DK (n=835)
60 mF. LILA Milano, IT (n=80)
50 @ Legebitra, SI (n=380)
< 40 O PV/Ath-Thess Chkpt, GR (n=442)
“ 30 B Total (n=1998)
: IH I
B 1l kil B
Periodically When | feel that IWhen | have a  As part of When an When | feel Other HIV testing
tested for HIV have been at risk new regular  routine health  opportunity =~ some physical habit
of HIV infection partner check-up arises (outreach symptoms
testing)

Figure3.2t 3 HIV testinghabits (N=1,998)
(Among those already testethformation not available in GAT/CheckpointLX

Participants recruited in the sitethat started participatingin COBACohort in2016 seemed to be
more likely to consier HIV testing as part of a routine chagk (more than 20%) than those
recruited in AID$ondet or Legebitra who started in 2015 (10.5% and 8.5% respectisiehar to

(KS LI GGSNY 4SSy Ay . Difefencds regardih® BIV festidmiake if lae G S & G ¢
opportunity arisesmay indicate that opportunities to get tested for HbWt of the weltknown
settings(e.q.STI clinics, CBVCT senji@e less common in Denmark and in Gre@aaere less than
7% declared getting tested when an opporturétises)than in other participating countrie@vhere

more than 20% declared the same)

STls/Hepatitis testing habitdiffer slightly to HIV testinghabits (Figure 3.2t 4). Getting tested
LISNA2RAOFff & ongpdy::0 YR agKSy L FSSt L KIF@S oS
common patterns, but with differenproportion between study partners. The third mst common
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pattern was the routine cheellzL] Ay Of dzZRAY 3 { ¢LaAkI SLI GAGAA Oo0AyadsS

LI NI YSNE F2NJ | Lz (<eeénithdt pclious actegsRo SVI8/He@utitig tedtirigdseryd S
differ greatly among study partnerswhile only 5.2%of participants recruited in PV/Atihess
Checkpoints reported they had never been tested fdis&iepatitis, this rate was of 50.6% in
GAT/CheckpointLX.

X
© BAIDES, FR (n=244)

60 B AIDS-Fondet, DK (n=857)
B F. LILA Milano, IT (n=92)
50 B GAT/CheckpointLX, PT (n=1674) *
40 @ Legebitra, SI (n=495)
O PV/Ath-Thess Chktp, GR (n=509)
30 B Total (n=3976)
20
K "l Rl o |H| |||HHI 1 HHI I|
0 |_| I I —H=lF = I |_|
Periodically When | feel at As part of When | feel Whenan Whenlhavea  Other Never been
risk of STIs routine health some physical opportunity  new regular STI/Hepatitis tested for
infection check-up symptoms arises partner testing habits STI/Hepatitis

Figure3.2t 4 STIs/Hepatitigesting habits(N=3,976

Getting testeddue to symptoms seemed more frequent for STIs/Hepati(i$7.9%)than for HIV
(5.3%) probably becausearticipants felt thatSTIs symptom§&f any) were recognizablehile HIV

infectionis still assumedo be asymptomatic for year

Participants were also invited texplain what would cause them wet tested for HIV in the future
(Figure 3.2 5). Intentions to test for HIV in the future were very similar to current/past HIV testing
patterns and in the same proportions and differeneesording to the partnersThe only difference
is intesting in case fophysical symptoms, where the proportions were slightly higher than for

current/past testing habits.

S

80 BAIDES, FR (n=244)
M B AIDS-Fondet, DK (n=857)

60 EF. LILA Milano, IT (n=92)
@ Legebitra, SI (n=495)

40 O PV/Ath-Thess Chkpt, GR (n=509)
O Total (n=3976)

IO el

. il II ol Lalr whmen

Periodically If | feel at risk of If | have new As part of routindf an opportunity If | feel some Other HIV testing
HIV infection regular partner health check-up arises physical intention(s)
symptoms

Figure3.2t 5Intention to test for HIV in thefuture (N=3,976)
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3.2.3 Determinants of routine HIV test seeking behaviour

In order to better characterise the profile of thogetting tested atbaseline because of a regular
control and/or to know their health status, we compared participants whme for that reason with

those who did not among the first 1,011 participants enrolled in GOBMort (see the methods

section2.5.7).

Variables ot significantly associated with routine testing are presented in anfieébl€6.11t 3).

.SAYy3 062NY FONRIFRI G(GKS L®Rad2thedi are attracked to mEnNlek OA LI y
perceived state of health, having had sex for money/goods/drugs, having had sex under the influence

of ChemSx drugs, previous use of PEP/PrEP and intention to use PrEP in the future were not

significantly associated thiroutine testing as a reason for the baseline HIV test.

All significant univariate associations are showale3.2t 3. Participants who came toebtested
because of a regular control were significantly younger (median[interquartile range, IQR}:38[24
versus 32[2612]), more likely to have completed a second stage of tertiary education (13.2% vs.
7.1%), to define themselves as gay/homosexuaPq8&s. 80.7%) and, unexpectedly, less likely to
report a previous HIV test (83.1% vs. 91.3%) compared with those who did not came to be tested for
regular control. Conversely, they were also more likely to report a previous test in the last 12 months

in thesame CBVCT service (35.9% vs. 29.6%).

tK2aS ¢6K2aS Y2UA@S F2N) GSadAy3a gl a y2Gd aNB3IdzA | NI
higher risk of HIV infection than those who did: they were more likely to report at least one event of
STI/Hepatitis irtheir life (37.4% vs. 31.3%), to perceive themselves at medium (35% vs. 28.7%) or

high (6.4% vs. 39%) risk of HIV infection, and to report episode(s) of unprotected anal sex as a reason

for the present test (52.3% vs. 37.1%). They were also more likedypoot a risk exposure in the last

6 months (77.4% vs. 68.3%), inconsistent condom use with steady and/or casual partners (70.4% vs.
60.6%) and a higher number of sexual partners (median[IQRILG[¥s. 5[210]) compared with

those who came for a routenHIV test.
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Table3.2t 3 Univariate comparisons on routiatesting (significant associations) (n=1,011)

Did not
come for a
routine test

Total p-value

Came for a
routine test .
(=730) | (n=281) [ (n=1,011) _

Study partner

AIDSFondet(DK) 315

GAT/CheckpointLgPT) 49.5

Legebitra(Sl) 19.0
At least one followup visit

Yes 49.2

No 50.8
Age

Median[IQR] 28[24-37]
Education

High school graduate or less 39.3

First stage of tertiary education 47.5

Second stage of tertiary education 13.2
Occupation

In active employment 59.8

Other situation (students, nedeclared work, retired, etc.) 34.6

Unemployed 5.6
Seltdefinition according to sexual orientation

Gay or homosexual 85.0

Bisexual 9.8

Other 5.2

STIs history and HIV risk perception

60.9
23.5
15.7

36.7
63.3

32[2642]

38.1
54.8
7.1

66.1
27.1
6.8

80.7
15.8
3.5

39.7
42.2
18.1
<0.00L
45.7
54.3

29[24-38]

0.012

38.9

49.6

115
0.075

61.5

325

6.0
0.024

83.8

11.5

47

Ever had an STI/Hepatitis

Yes 31.3

No 68.7
Perceived risk of HIV infection *

Low risk 67.4

Medium risk 28.7

High risk 3.9
Last riskexposition

<6 months 68.3

<12 months 12.9

> 12months 10.9

Never been at risk 7.9

37.4
62.6

58.6
35.0
6.4

77.4
10.1
8.2
4.3

0.071
33.0
67.0
0.084
64.2
31.0
4.8
0.041
70.8
121
10.2
6.9

HIV/STIs testing
Reasons for the baseline HIV test

Unprotected anal intercourse * 37.1

Unprotected oral sex * 37.1
Ever tested for HIV

Yes 83.1

No 16.9
Tested in this CBVCT in the last 12 months

Yes 35.9

No 64.1
Tested for STls or Hepatitis in the 1a&months

Yes 41.6

No 58.4

Sexual behaviour

52.3
33.2

91.3
8.7

29.6
70.4

48.9
51.1

All partnershiptypes

Steady only 11.9

Steady and casual 31.6

Casual only 56.5
Total number of partners

median[IQR] 5[2-10]
Inconsistent condom use with steady and/or casual partners

Yes 60.6

No 39.4

* Not available in GAT/CheckpointLX. IQR: interquartile range.

6.8
40.4
52.9

6[3-11]

70.4
29.6

427 <0.001
35.7 0.337
0.001
85.4
14.6
0.051
314
68.6
0.038
436
56.4
0.006
10.5
34,0
55.5
0.049
5[2-11]
0.004
63.3
36.7



After adjustmentfor the study partner, age and educational level, the multivariate logistic regression
model confirmed that those participants who did nodme for aregular control were significantly
more likely to report inconsistent condom use with their sexual partnetierlast 12 monthsTable

3.2t 4). Those who came for a routine test were significantly more likely to define themselves as

gay/homosexual, and to have retwed at least once to get tested for HIV in the course of the study.

Table3.2t 4 Multivariate logistic regression on routine HIV testir({l=917)

| __aORs| ___95%CIl_p-value]

Study partner

AlIDSFondet 1

GAT/CheckpointLX 431 [2.91-6.38] <0.001

Legebitra 2.19 [1.453.3] <0.001
At least on€follow-up visit

No 1

Yes 1.73 [1.262.37] 0.001
Age

Median [IQR] 0.98 [0.97-0.998] 0.017
Education

High school graduate or less 1

Frst stege oftertiary education 1.01 [0.731.41] 0.933

Second stage dértiary education 1.32 [0.7-2.52] 0.391
Selfdefinition according to sexual orientation

Gay/Homosexual 1

Bisexual 0.52 [0.330.83] 0.006

Other 1.09 [0.492.41] 0.830
ICUwith steady and/or casual partners

No 1

Yes 0.71 [0.51-0.99] 0.044

aOR: adjusted odds ratios. IQR: interquartile range. ICU: inconsistent condom use.
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3.3 Patterns of CBVCT use and seroconversions

3.3.1 Follow -up of participants

Overall,more than one in fouparticipants(27.8%)f COBACohorthad returned at least once after
the baseline visit by the time of the 4th data censorshiplfle3.3t 1). As expected, theroportion
of participantsonly attending once wasuch higher among the study partners who started in 2016

(from 85.1% to 91.3%) than among those who started in 26b51(64.8% to 70.1%).

Table3.3t 1 Baseline and followup visits (N=3,976)

GAT/ PV/Ath-

AIDES y Check Legebitra Thess

(FR) pothX (S Chkpts
(GR)

Baseline visit only 89 5 64.8 91.3 70 1 66.5 85.1 72 2
One followup visit only 22.3 8 7 19.4 22.6 13 6 18 7
At least 2 followup visits 12.9 10.5 10.9

A AT
Baselinevisit only 48.9 86.7 75.9 54.0 83.1 70.5
One followup visit only 28.0 13.3 14.3 23.7 15.5 18.5
At least 2 followup visits l 3 23.2 0 9.8 22.3 15 11.1

* Can be underestimattda A y 0SS (1 KS O2NNBALRYRAY3I O NAlFIofSa al t NBF R@

Among participants who reported a previous test in the same CBVCT service in the 12 praorths

to joining the cohort the proportion of paticipants who returned once or at least twiedter their
baseline visit wakigher, except in AIDES and GAT/CheckpointLX. InFaifet and Legebitrahe

number of participans returning at least twice during the study period was much higher among
those who reported a previous test in the same CBVCT service: 23.2% and 22.3%, respectively,

compared to 12.9% and 10.9%, respectively, in the overall sample.

Similarly, the total nurber of visits is higher in study partners starting in 2015, but although
Legebitra was the first site to start, the highest number of follgvvisits was observed in AIDS

Fondet and GAT/CheckpointLX, both with 9 folapwisit versus 5 in Legebitfigure3.3t 1).
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AIDES AIDS-Fondet| F. LILA Milano GAT/Check-| Legebitra | PV/Ath-Thess Total
(FR) (DK) (IT) pointLX (PT) (S Chkpt (GR)
Min 0 0 0 0 0 0 0
Max 2 9 1 9 5 3 9
AQ1 0 0 0 0 0 0 0
®Q3 0 1 0 1 1 0 1
Min/Max: number minimum/maximum of followp visits. Q1/Q3: first and third quartiles.

Figure3.3t 1 Number of followup visit by partner (N=3,976)

From the study partners wienow that some pHicipantsreturnedfor a test but did not complete the
follow-up questionnaire, so the real number of follewp visit is probably highealthough this is
impossible to measurérhere were various reasons for thirticipants and/or the CBVCT provider
forgot to ask about the studyparticipantsdid not want to complete the questionnaire anymore, or

simply sayingt y 2 (i { K Aparticipandéc®raing B\ few weeks after the last visit.

The time between each visit was quite heterogeneou&M®BACohort, in particular between the
baseline and the first followp visit with times between visits varying from 0 to 23 months between
baseline and first follovup visit Table3.3t 2). However, the overall median time between visits was
6, revealing that those who repeated their HIV during the study period were getting tested

consistently withcurrent testing recommendations.

Table3.3t 2 Time between followup visits (N=3,976)

T_|rr_1e between N Proportion of the [min-max] Median[IQR]
visits overall sample

Baselineg FU 1 1107 27.8% [0-23] 6[4-10]
FU1c FU2 362 9.1% [0-18] 5[3-7]
FU2¢ FU3 133 3.3% [0-13] 3[2-6]
FU3q FU4 50 1.3% [0-12] 3[2-5]
FU4c FU5 24 0.6% [1-10] 3[2-4]
FU5c FU6 12 0.3% [1-7] 3[2-5]
FU6c FU7 5 0.1% [1-7] 4[2-4]
FU7¢ FU8 3 0.1% [2-2] 2[2-2]
FU8¢ FU9 2 0.1% [1-3] 2[1-3]
Overall 1107 27.8% [0-23] 6[4-9]

FU: Followup. [minmax]:smallestand bngestperiods oftime observed between visits (in months).
[IQR]: interquartile range.

A longer time between visits may indicate thiae participantis likely to get tested regularly but not
frequently. The participants wheeturned twice during the study period (n=362) did so within a

shorter period of time (less than 18 months) than between basdinse follow-up visit, and even
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shorter among thos whoreturnedthree times (less than 13 months). The medians also suggest that
the time between visits remained stable or shorter while repeating the test three times or more, but

the sample sizes are too small to know if this trend would persist over. tim

3.3.2 Seroconversions

By the time of the % data censorship 11.7% were considered lastollow-up according to the
criterion detailed in methods (sesection 2.5.2). A highest attrition rate was observed in AIBDS
Fondet (19.5%), then Legebitra (16.6%) anditieestin GAT/CheckpointLX (11.9%). No participants
from other study sites were removesince they started recruiting less than 18 months befiwe 4"
data censorshipTheir attrition rates were thus 0%, but thissdue to the shorter time of followp

in these sites

Overall 12 participants seroconverted in the course of the study period, resulting incaence
rate for the total sample 0f3.43/1000 persoryear {Table 3.3t 3). The lowest incidence was
observed in AlD&ondet (3.24/1000 persoypear), and the highest in CheckpointLX (4.84/1000
personyear).Unfortunately, the confidence intervals are quite large and include zero inPdéD&et
FYR [ S3S0 A Nbnge#folldvaud thin¥ Wwoillld @oiably be needed to be more accurate.

Table3.3t 3HIV incidence estimates

CheckpointLXPT) 1447.2 4.84 1. 258 42
AIDSFondet(DK) 3 926.6 3.24 0-6.90

Legebitra(Sl) 2 430.2 4.65 0-11.09
TOTAE* 12 3501.7 3.43 1.495.37

* Per 1000 persotyear. Cl: confidence interval* Including data from all sites, including those without seroconversi

Seven of theparticipants diagnosed Hipbsitive seroconverted between the baseline and the first
follow-up visit, two between the first and the second follayp visit and the other three participants
between the second and the third, the third and the fourth, andvietn the fourth and the fifth,
respectively. All were confirmed positive and linked to care, except in in GAT/CheckpointLX where we

only know if participants accepted to be referred for confirmation and care.

Two seroconverterdrom AIDSFondet were linked to car®ne day after the reactive tesithe

informationwas not available for adither participants who serocaerted.
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3.4 Sexual behaviours

3.4.1 Partnerships and condom use in general

Questions about sexual behaviour were asked in the baseline questionnaire of-C@BA, and a
reduced number of questionfn follow-up visits in order to characterise the initial profiles of
participants and try to identify possible chargja the courseof the study.Many of these questions
were onlyaskedfor those who reported havinthe correspondindype of sexual partnerésteady or

casual).

Overall, 11.1% of participants reported having only a steady partner at enrolment, 56.6% reported
only casuapartners (in the previous 12 months) and 33.2% reported both types of sexual partners

(Table3.4t 1).

Table3.41 1 General sexual behaviour (N=3,341)

GAT/
AIDES . Check Legebitra
(FR) pointLX (S
(PT)

L | (=276 | (n=930) | (n=92) | (n=1674)] (n=495) | (n=509) | (n=3976) |

Age at first anaihtercourse with a man/boy

Median[IQR] 18[1520] 18[1621]  20[1824] 19[17-22] 19[17-22] 19[17-21]  19[17-22]
Type of partners (<12 months)
Steady only 10.7 4.9 6.6 13.7 13.4 13.2 11.1
Steady and casual 38.2 38.0 30.8 29.1 35.8 26.1 32.3
Casuabnly 51.1 57.1 62.6 57.2 50.8 60.7 56.6
/ 2yR2YtES&a | ylt AydSNDznNdednsders! L0 SAGKX o0fmMH Y2y (iKa
Men 69.9 75.0 60.4 67.7 63.3 63.0 68.2
Women 4.3 35 11 6.0 3.3 3.8 4.6
Transgender persons 0.4 14 11 0.5 0.2 0.8 0.7
HI\Apositivemen 6.5 6.3 4.4 5.2 0.8 2.6 4.7
Injecting drug users BE 0.3 0 0.7 0.4 0.2 0.7
Sex workers (even without paying) 0.7 1.0 0 0.5 0.4 1.2 0.7
Men during trios/sex parties 120 7.5 2.2 9.1 4.3 4.0 7.5
No CAl in the last 12 months 26.8 22.8 38.5 29.9 35.9 34.6 29.6
Have been given money, drugs or goods for sex (<12 months)
Yes 6.2 3.0 3.3 3.0 1.0 6.8 35
No 93.8 97 96.7 97 99 93.2 96.5

ST2NB |aiAy3 Y2NB RSGFAf A | 62dzi SwaSksked &8bbdS 2 F
the use of condom in various situations. A large majority of the whole sample (68.2%) reported at
least one episode of condomless anal intercourse (CAI) with a man in the 12 months prior to their
enrolment in COB&ohort, with little variabily between sites (60.4% to 75%). A small but significant
proportion of the participants also reported CAI during trios or sex parties (7.5%), espediadigan
recruited in AIDES (12%JAl with womenwas also reported4.6%),with a higher than average
proportion in GAT/CheckpointLX participari€o)
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Overall, very few participants reported having been given money, drugs or goods for sex in the last
12 months (3.5%), but the proportions were higher in AIDES and RVh&$s Checkpoints
participants (6.2%nd 6.8% respectively).

3.4.2 Use of psychoactive substances in relation to sex

Having sex under the influence of drugs or alcohol varied substantially betweenCgBAstudy
partners(Table3.4t 2). Among respondents, 54%8reported using psychoactive substances before

or during sexn the last 12 monthsranging from27.8%in LILA Milando 67.1% in AIDSondet.

Those who reported hang sex under the influence of psychoactive substances were asked to select
their frequency of use from a list of substanc@dgure 3.4t 1). However, the questionnar of
GAT/CheckpointLX onfjathered yes/no answers for this list, e detailed frequency of drug use

for the other COBACohort partnersare only showrin annex Table6.11t 4).

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Alcohol I

Poppers

Cannabis
Viagra/Cialis/similar
GHB

Ecstasy/MDMA
Crystal Meth (ice)
Cocaine

Mephedrone
Amphetamines (Speed

| mAlways

LSD
Ketamine [ ! mAImost always
1 )
Crack | ; FSzomelatlmes
§ arely
MethadorTe | | oNever
Heroin

Figure3.4t 1Frequency of sex under the influence of psychoactpreducts (N=2,162)
(All partners but GAT/CheckpointLX)

The main products used by COBghort participants were as follows: alcohol (90.7%), poppers
(37.1%), cannabis (31.8%), cocaine (13.3%), Ecstasy/MDMA (11.9%) and Viagra®/Cialis®/similar
(11.5%) Table3.4t 2). Asidefrom alcohol (86.9% to 96.5%), the variability of substance use across
study partner is quitenotable, probably because of the accessibility of each product and the trend of

what is sociallpccepted in MSMiiffer between countries
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Table3.4t 2 Use of psychoactive products before or during sex (N78)

GAT/ PV/Ath-

AIDES " Check Legebitra Thess

(FR) pointLX (sl) Chkpts
(F’T) (GR)

| (n=276) | (1=930) | (n=92) | (n=1674) | (n=495) | (n=509) | (0=3976) |

Sex undethe influence of psychoactive produo([ﬂz months)

Yes 61.0 67.1 27.8 55.5 48.5 374 54.8
No 39.0 329 72.2 44.5 51.5 62.6 45.2
Sex under thénfluence of... (at least once)*
Sample sizes: 166 621 25 923 237 190 2162
Alcohol 93.3 96.5 88.0 86.9 90.2 88.9 90.7
Poppers 70.1 38.8 52.0 29.5 41.9 32.6 37.1
Cannabis 42.7 22.5 48.0 29.9 39.3 49.5 31.8
Cocaine 21.3 10.7 24.0 13.4 8.5 18.4 13.3
Ecstasy/MDMA 29.9 100 12.0 1.7 17.1 16.3 11.9
Viagra/Cialis/similar 14.0 16.1 24.0 6.5 13.2 14.7 115
GHB 18.3 4.9 8.0 3.0 13.7 5.3 6.2
Amphetamines (Speed) 9.8 3.8 8.0 1.7 10.7 7.4 4.5
Crystal Metlamphetaming(ice) 7.9 2.1 8.0 0.9 3.0 8.9 2.8
Ketamine 6.1 2.1 8.0 1.4 0.4 3.7 2.1
Mephedrone 8.5 0.8 4.0 0.3 3.0 5.3 1.9
LSD 3.7 0.3 0 1.4 0.9 6.8 1.7
Other drug 0.6 0.2 0 0.8 0 1.6 0.6
Methadone 1.2 0 0 0.1 0.9 1.6 0.4
Heroin 0.6 0 0 0.1 0.4 1.1 0.2
Sexunder the influence of "ChemSex drugs" *
Yes 24.4 6.6 8.0 4.6 15.4 13.7 8.7
No 75.6 934 92 95.4 84.6 86.3 91.3
Ever injected drugs
Never 95.7 98.4 98.9 98.4 99.4 98.4 98.3
Yes, related to sex 14 0.5 0 0.0 0 1.0 0.6
Yes, not related to sex 25 1 11 1.6 0.6 0.6 1.0
Yes, both related and not related to sex 0.4 0.1 0 0.1 0 0 0.1
Time since last injection **
<6 months 50.0 38.5 100 34.6 33.3 50.0 45.7
6-12 months 0 15.4 0 7.7 0 0 5.7
12-24 months 8.3 15.4 0 19.2 0 16.7 11.4
>24 months 41.7 30.8 0 38.5 66.7 33.3 37.1

* Among those who reported they had sex under the influence of psychoactive products in the last 12 months. ** Among those wh
reported at least one injection

In line witha recent analysis of the data from EMIS 20%6hmidt et al., 2016we built an indicator

2F &/ KSwi¢hSHoudld be interpreted with caution since we had no reported data about
participation in ChemSex sessions. This proxy of ChemSex is only based on the type of drugs used.
Someone who reported havingex under theinfluence ofat least one of these: GHB, crystal

methamphetamine, ketamine, mephedrone, was considaretiaveused ChemSex drugs.

Users of ChemSex drugs were more numerous among AIDES, Legebitra and-TR¥#Ath
Checkpoints (24.4%, 15.4% and 13.7% rdspeyg) but it does not mean that in other study sites
participants were not taking part in ChemSex sessions. Indeed, other products such as
ecstasy/MDMA, cocaine, amphetamines and poppers as well as Viagra®/Cialis®/similar are also used

quite often duringChemSex sessions.
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Drug injection wasninimal in our sample of HFvegative MSM, butvas more prevalent in AIDES
participants 4.3% in total versus 0.6% to7% elsewhere); half ofvhich reported that they last

injectedless than 6 months ago.

3.4.3 Steady partners

Among the 44.3% of thearticipantswho had a steady partner at enrolmefinedian length of
relationship13 monthgy, 9.6% reported that this partner was Hbdsitiveand 21.2% did not know
his HIV status, witlargedisparities between study parars Table3.4t 3).

Table3.4t 3 Sexual behaviour with the steady male partner (N=1,719)

GAT/ PV/Ath-

AIDES ) Check Legebitra Thess

(FR) pointLX (Sh) Chkpts
(PT) (GR)

L | (n=133) | (n=397) | (n=34) | (n=713) | (n=242) | (n=200) | (n=1719)

Time with steady partner

Median[IQR] 21[349]  19[375] 18[587]  13[537] 21[4-67] 7[2-18] 13[4-47]
HIV status of the steady partner

HIV positive 9.1 12 8.8 10.8 0.8 11.7 9.6

HIV negative 78 69.1 70.6 64 72.7 7.7 69.2

| don't know/Don't remember 12.9 18.9 20.6 25.1 26.5 10.7 21.2
Steady partner under treatment *

Yes 100 93.6 100 76.6 50 91.3 85.4

No 0 4.3 0 20.8 0 8.7 12.2

I don't know 0 21 0 2.6 50 0 24
Last viral load of the steady partner *

Undetectable 75 80.4 66.7 67.5 0 87 73.6

Detectable 0 2.2 33.3 20.8 50 8.7 12.9

| don't know 25 17.4 0 11.7 50 4.3 13.5
Frequency of condom use for Al with steady partner (<12months)

Always 28 23.1 17.6 255 22.7 29.9 25.1

Almost always 15.2 16.6 29.4 24.5 20.6 22.2 21.3

Sometimes 4.5 8.8 2.9 155 9.2 13.9 11.8

Rarely 5.3 13.2 17.6 13.8 130 11.3 12.7

Never 42.4 325 29.4 18.4 29.8 20.6 25.6

Did not practice anal sex with this

4.5 5.7 2.9 2.4 4.6 2.1 3.6
steady partner
Condom use at last Al with your steady partner
Yes 40.0° 32.7 455 46.3 40.1 50.3 42.4
No 60.0° 67.3 54.5 53.7 59.9 49.7 57.6
Sex with other partners than the steady partner (<12 months)
Yes 75.9 63.0 61.8 68.0 45.0 320 59.9
No 24.1 37.0 38.2 320 55.0 68.0 40.1
Time since lasAlwith steady partner
<1 month 77.8 74.1 84.4 - 83.6 89.8 80.4
1-2 months 4.8 7.9 31 - 2.7 3.7 5.2
2-3months 4.8 3.4 3.1 - 4.1 0.5 3.2
>3 months 12.7 14.6 9.4 - 9.5 5.9 11.2

IQR: interquartile rangeAl: anal intercours& Among those reporting an Hidbsitive partner.’: missing values >10%;missing values =
74%.

Among those reportingain HIVpositive steady partner, the large majorityeported their partners

were in treatment (85.4%) and with an undetectable viral load (73.6%). In Legebitra, only 2
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respondents reported being in steady partnership with an-pidgtive man: one of them whose
partner wasin treatment but with detectable viral load; the other did not know whether his partner

wasin treatment or whether he had aetectable or undetectable viral load.

As expected, the frequency of consistent condom fmseanal intercourse (Al) in steady partnership
is relatively low with one in four participants (25.1%) reporting alwesiag condom However, the

use of condom during the last Al wittsteady partner (less than a month ago in 80.4% of the cases)
washigher(42.4%) and varieftom 32.7% in AIDSondet to 50.3% in PV/Afhhess Checkpoints.

Overall, almosthree in five respondentswith a steady partner also reportetlaving concurrent

casual male partner(59.9%).This dynamicwas much more prevalent in BES (75.9%) than in

PV/AthThess Checkpoints (32%) for example.

3.4.4 Casual partners

The median number of casual partners in the 12 monthsr to the study was 6, buit varied

substantially between study partners: from 4 in Legebitra to 11 in AlD&teB.4t 4).

Table3.4t 4 Sexual behaviour with casual male partners (N=3,516)

AIDES
(FR)

GAT/

Check
pointLX

(PT)

Legebitra
(SN

PV/Ath-
Thess
Chkpts

(GR)

| =23 (=] (69| (=139 (28 (n=442)| (n=3510)]

Number of casual partner (<12 months)

Median[IQR] 11[5-30] 9[5-15] 7[3-15] 5[2-10] 4[2-6] 6[3-12] 6[3-12]
Talk about HIV status with casual partners (<12months)

Yes, with all or almost all of them 31.3 23.7 24.7 - 36.0 21.5 26.7

Yes, with more than half of them 15.4 12.4 7.1 - 8.4 15.8 12.4

Yes, with less than half of them 7.1 8.8 4.7 - 4.3 8.7 7.5

Yes, with few of them 26.7 26.6 36.5 -- 22.7 33.0 27.6

No, never 19.6 28.6 27.1 - 28.6 21.1 25.9
HIV status of the casual partners (<12 monthnsiltiple answey

SenEE D VAL 20.0 12.3 12.9 4.0 2.4 10.2 8.0

undetectable viral load

Some of them were HIV+ with 0.4 05 0 0.4 0.7 16 06

detectable viral load

Somg of them were HIV+ without 58 45 24 o8 17 53 36

knowing their viral load levels

ai’vﬂm LIRS 50.8 58.1 70.6 64.8 54.0 57.4 60.1

None of them were HIV+ 24.6 25.1 14.1 28 41.4 26.9 28.2
Frequency of condom use for Al with casual partners (<12months)

Always 39.6 34.4 48.2 48.4 435 50.9 44.1

Almost always 38.8 40.7 30.6 32.7 34.4 38.0 35.9

Sometimes 10.4 9.9 5.9 5.1 6.9 5.3 6.9

Rarely 25 4.5 4.7 2.1 2.6 1.8 2.8

Never 4.6 2.6 35 3.1 2.4 1.6 2.8

Did not practice anal sex with casua 4.2 8 71 86 10.0 23 75

partner
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Although only one in four participants (25.9%) reported ttiaty never talked about HIV status with
their casual partnerghe majority (56.8% in total andp to 70.6% in LILA Milano) reported that they
did not know if some of their partners were Hpdsitive. For those whalid know very fewhad
partners that were HIVpositive with detectable or unknown viral load level 6%. and 3.6%,
respectively), while 8% reported that they had sex with-pld¥itive partners with undetectable viral
load (from 2.4% in Legebitra to 20% in AIDES)egebitra, 41.4% reported that nemf their casual
partners were HI\positive €ompared to betweerl4.1%and 26.9% elsewhere). This mayicate
that stigma towards HIN6 more notable in Ljubljana (one of the smallest cities participating where

COBACohort is implemented) than in othefisdzR& LJ NI ySNBRQ OAiGASa

Overall, 44.1% reported always using condom with casual partners in the previous 12 months, 35.9%

almost always, and 12.5% sometimes, rarely or never.

Participants were also asked where they met their casual male partners duririgsh&2 months
(Figure3.4t 2). Although a large majority met their partners on mobile apps or on the internet,
differences can bdound between study partners. For examplenly one in three participants
(33.7%) from Lexhitra used mobile apps, and only two five (40.5%) from LILA Milano used
internet. Participants from AIDEdsproportionately responded that they met their partneis
venues like saunas, sex clubs, backroom etc. becaus&lBESecruitment was mainlylone during

outreach activitiesn suchvenues.

80

70 B AIDES, FR (n=243) -
B AIDS-Fondet, DK (n=881)

60 - BF. LILA Milano, IT (n=85) —

50 - B GAT/CheckpointLX (n=1,439) * [
@ Legebitra, Sl (n=426)

40 - BPV/Ath-Thess Chkpt, GR (n=442)—

30 | B Total (n=3,516)

20 A

10 -

0 -
Mobile apps Internet Friends' Gay disco or Saunas Outoor gay Street Gym Sex clubs Backroom,Other venue Advert
bars venues sex shop
* missing values > 10

Figure3.4t 2 Places of meetings of casupartners (N=3,516)
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For almost one in six participants (58.1%), the kestual relation withAl occurred less thaone
month prior to the study enrolmentin 50.4% of the cases, participants were having sex with this

partner for the first timeand one in fou24.8%) reported they did not usecondom(Table3.4t 5).

About half of the sample (48.6%) reported they discussed HIV statiusheir last partner and 3.7%
reported that their last partner was HI\positive (AIDES participantsad the highest mportion:
6.8%). Betweed2.8%(Legebitra and52. %6 (LILA Milandreported they did not know the Histatus

of their lastpartner.

Table3.4t 5 Last sexual relation with a casual male partner (N=3,516)

GAT/ PV/Ath-

AIDES . Check Legebitra Thess

(FR) pointLX (SI) Chkpts
(PT) (GR)

L | (0=243)] (n=88D)] _(n=85)| (n=1439)| _(n=426)] _(n=442)| (1=3,516)

Time since last Al with a casual partner

<1 month 70.0 56.2" 49.4 -- 50.0 63.9 58.1

1-2 months 8.4 12.4 17.7 - 14.2 9.9 12.0

<3 months 6.3 8.8" 16.5 - 9.6 75 8.7

>3 months 15.2 22.6 16.5 -- 26.2 18.6 21.3
Previously had sex with the last casual partner

No 56.2 52.0 59.0 -- 41.8 50.9 50.4

Yes, once 18.7 17.4 15.7 - 23.7 19.8 19.3

Yes, more than once 25.1 30.6 25.3 -- 34.5 29.3 30.2
Condom use at last Al with a casual partner

Yes 70.6 67.8 79.3 78.5 77.4 78.5 75.2

No 29.4 32.2 20.7 21.5 22.6 21.5 24.8
Talled about your HIV status with the last casual partner

Yes 52.8 454 42.7 - 51.3 51.4 48.6

No 47.2 54.6 57.3 - 48.7 48.6 51.4
HIV status of the last casual partner

HIV positive 6.8 4.0 1.2 - 0.8 4.7 3.7

HIV negative 46.8 44.1 36.1 -- 56.5 46.3 47.1

| Don't know/Don't remember 46.4 51.9 62.7 -- 42.8 49.1 49.2
Last casual partner under treatment *

Yes 93.8 90.6 100 - 100 70.0 86.1

No 6.3 3.1 0 - 0 10.0 5.6

| don't know 0 6.3 0 - 0 20.0 8.3
Last casual partner's viral load

Undetectable 87.5 51.5 0 - 33.3 70.0 63.0

Detectable 0 0 0 - 33.3 0 14

| don't know 12.5 48.5 100 - 33.3 30.0 35.6

IQR: interquartile range; Al: anal intercoursédmong those reporting that their last casual partner was HIV positiveissing values
>10%.

Among those who had an Hpgsitive partner, thdarge majority (86.1%)yeported that this partner
wasin treatment but 35.6% did not knew abotiit K S LJI vividi Igaf N¥Rup to 48.5% in AIDS
Fondetand100%in LILA Milandout corresponding to 1 individual).
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3.4.5 Determinants of sexual risk behaviour with casual partners

The most atrisk participantwho reportedinconsistent condom use in the last 12 months with casual
partners (ICU) were compared with thogdo always used caloms or did not have anal sex with

their casual partners in that periqdee the methods sectio®.5.3.

Variables not significantly associated witbUare presented in annexT@ble6.11t 5). Age, being
bornabroad,occupationselfRSFAYAGA2Y | OO0O2NRAY3I (2 2 ypbstie a SEdz
partners with detectable viral load or no Hpdsitive partner, meeting men in sex clubs, in outdoor

gay venues, in the street, at the gym, at friends, via adverts, and ever using PEP wsigaifioantly

associated witHCU

All significant unividate associations areshown inTable3.4t 6. Participants who reported IChiad
the following characteristicghey had a higher number of sexual partnergefian[IQR]: 7[35] vs.
5[3-10]), they were more likely to have sex under théuence of Chemsex drug®.2% vs. 2.3%to
have ever injected drug€.2% vs. 1.4%to meet partners in places such aa sauna(21.1% vs
17.8%), backrooms, sexhops(6.2% vs. 4.4%o0n the internet (63.1% vs. 57.66to report at least
one previousevent of STI or hepatitis33.7% vs. 27.4%and to have used PrER.&6 vs.1.0%),

compared to those who always used condom or did not have anal sex with their casual partners

Participants reporting ICU werdso morelikely to be out(72.3% vs. 65.3)t0 perceivethemselves
asmedium(42.1% vs. 26.7%0r high 7.5% vs. 3.4%isk of infectiorand to have been tested for HIV
in the last 6 months prior to the study (34.6% vs. 28.1%¢ were more willingo take PrEP in the
future if available (50.6% vs048%) showing that tley were more aware of being at risk of HIV
infection. In addition, they reported havirtglked aboutHIV status with their casual partnemsore
often (77.4% vs. 70.9%) and having had-ptsitive partners with undetectable (11.2% %s1%) or

of unknown (4.9% vs. 2.5%) viral load Isvé&onversely, those who did not report ICU were
significantly more likely to repomot knowingif some of their casual partners were Hygsitive
(63.2% vs. 56.8%).
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Table3.4t 6 Univariate comparisons ofiCU with casual partnergsignificant associations) (18477)

. Alwaysused
Inconsistent
condom or no Total p-value
condom use
anal sex

9%(n=1684) %(n=1793) | %(=3477) | |

Study @rtner
AIDESFR) 8.0 5.9 6.9 <0.001
AIDSFoncet (DK) 29.5 20.4 24.8
GATLCheckpointLXPT) 36.7 45.8 41.4
Fondazione LILA Miia (IT) 2.3 2.6 2.4
Legebitra(SI) 115 125 12.0
PV/AthThess Checkpoints (GR) 12.1 12.9 12.5
Education
Highschool graduate or less 375 310 34.1 <0.001
Postse_condary education and/or first stage of tertiary 51.2 510 511
education
Second stage of tertiary education 11.3 18.1 14.8
Proportion of participants' relatives aware they are attractedrten *
more than half 72.3 65.3 69.0 0.003
less than half 23.3 29.1 26.1
none 4.4 5.6 4.9
Ever victim of verbal/physical abuse 41.6 37.7 39.6 0.021
Perceived risk of HIV infection *
Low risk 50.4 69.9 59.7 <0.001
Medium risk 42.1 26.7 34.8
High risk 7.5 3.4 5.5
Time since last HIV test
<6 months 34.6 28.1 313 <0.001
6-12 months 21.7 215 21.6
>12 months 27.0 33.7 30.5
never tested 16.7 16.6 16.7
Type of partnerships
Steady and casual 322 39.8 36.2 <0.001
Casual only 67.8 60.2 63.8
Number of casual male partners (<12 months)median[IQR]) 7[3-15] 5[3-10] 6[3-12] <0.001
Ever been given money/goods/drugs for sex
Yes 4.1 34 3.7 0.026
No 94.9 96.3 95.6
| prefer not toanswer 1.0 0.3 0.7
Had sex under the influence of ChemSex drugs 8.2 2.3 5.1 <0.001
Drug injection
Never 97.8 98.6 98.2 0.091
At least once 2.2 1.4 1.8
Talked about HIV status with casual partners * 77.4 70.9 74.1 0.001
Some of youtJ: NIiy SNE 6 SNB X
HIV+ with undetectable viral load 11.2 5.1 8.0 <0.001
HIV+ without knowing viral load level 4.9 25 3.6 <0.001
Don't know if some of the casual partners were HIV+ 56.8 63.2 60.1 <0.001
[ Fadz2df YFES LI NIYySNa YSiaX
In gaydisco or bars 40.5 34.7 375 0.001
In saunas 21.1 17.8 19.4 0.018
In backroom, sex shop 6.2 4.4 5.2 0.019
On the internet 63.1 57.6 60.4 0.002
On mobile apps 65.4 61.8 63.4 0.034
Ever had an STI or Hepatitis 33.7 27.4 30.3 <0.001
Evertested for STI or Hepatitis 47.1 39 42.8 <0.001
Ever used PrEP 18 1.0 14 0.047
Would consider taking PrEP if available
Yes 50.6 40.9 45.5 <0.001
Perhaps/Don't know 37.2 39.9 38.7
No 12.2 19.2 15.8

* Not available irGATLCheckpointLXPEP/PrEP: pigpost-exposure prophylaxis.
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After adjustmentfor the study partner, age and educational level, the multivariate logistic regression
model confirmed thatthose who reported ICU foha high risk profile according to other risk
indicators (place of meeting partner, Ch8mx drug use) It also confirmed that they are well
informed regarding HIV prevention, they knew the viral load level of some of their HIV positive
partner, andmanywould like to prevent negative consequences of their behaviour by using PreP if
available(Table3.4t 7).

Table3.4t 7 Multivariate logistic regression on ICU with casual partners (N=3,030)

Odds
Ratio 95% Cl| p-value

Study partner(vs. AIDES)

AIDSFondet 1.12 [0.81-1.53] 0.498

F. LILA Milano 0.81 [0.47-1.38] 0.430

GAT/CheckpointLX 0.77 [0.56-1.04] 0.092

Legebitra 0.78 [0.541.11] 0.161

Positive Voice 0.81 [0.581.14] 0.230
Age (continuous) 1.00 [0.991.01] 0.996
Education(vs.high school graduate or le3s

Postsecondary education and/or first stageteftiary education 0.83 [0.70-0.98] 0.027

Second stage of tertiary education 0.60 [0.47-0.77] <0.001
Time since last HIV tegts. <6 months)

6-12 months 0.89 [0.72-1.09] 0.267

>12 months 0.73 [0.600.89] 0.002

never tested 0.92 [0.731.16] 0.501
Casualpartnersonly (vs. steady and casual partners) 1.34 [1.151.57] <0.001
Casual male partners met

In gay disco, or bars (vs. No) 1.19 [1.02-1.4] 0.027

On the internet (vs. No) 1.27 [1.091.47] 0.002
Had sex under the influence 6hemSex drugss. No) 2.70 [1.81-4.00] <0.001
Had HIV-€asuabpartners with undetectable viral loa@ersus No) 1.70 [1.26-2.28] <0.001
Would consider taking PrEP if availafle. no)

Perhaps/Don't know 1.29 [1.031.61] 0.028

Yes 1.63 [1.31-2.03] <0.001

PEP/PrEP: pipost-exposure prophylaxis.
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3.5 Pre - and post -exposure prophylaxis

At the end of the questionnaire, participants were asked about knowledgeseof and willingness

to use pre and postexposure prophylaxis (PEP, PrHRD(e3.5t 1).

Level of knowledgevaried considerably according to the study partner: those recruited in
GAT/CheckpointLX wetke leastawareof both FEP and PrEP (45.9% and 27.9%, respectively); while
participants from AIDES were thosmstaware (89.1% and 77.5%, respectively). These discrepancies
can be explained by the local/national contexts where participants were recruited. In France for
example,PEP promotion has beem priority in both general and target populations such as MSM,
and a quite largeeommunicationaround PrEmas been done before and after the IPERGAY clinical
trial (Molina et al., 2015)However,t canbe seenthat participants ofLILA Milano an®V/AthThess

Checkpoints @ almost as aware as AIDES participants

In GAT/CheckpointLX, rinformation aboutPEP and PrERas givento participantsprior to the

question, whereas in COBA2 K2 NIi Q& Ip,de& B0 A 2280 I0ABEF a &6 S NBHa®e2 N dzf |
you ever heard about PEP, an antiretroviral treatment that can be taken immediatier a possible HIV

exposure in order to prevent HIV infectiog? | Hd?e you ever heard about PrEP, an antiretroviral

treatment that can be takenbefore a possibleHIV exposure in order to prevent HIV infectiod?® ¢ KA a
difference certainlyexplainsto the disproportionatelylow level of PEP and PrERnhowledge in

GAT/CheckpointLeompared to other sites.

Table3.5t 1 Knowledgeanduse of PEP and PrEP (N=3,976)

AIDS GAT/ PV/Ath-

AIDES Fondet . Check Legebitra Thess

(FR) (DK) pointLX (sh Chkpts
(PT) (GR)

L | (n=276) | (0=930) | (n=92) | (n=1674) | (n=495) | (n=509) | (n=3976) ]

Ever heard about PEP

Yes 89.1 68.0 70.8 45.9* 63.9 85.4 63.0

No 10.9 32.0 29.2 54.1" 36.1 14.6 37.0
Ever used PEP *

Yes, within the last 12 months 6.5 1.9 6.3 4.4 1.0 6.1 3.9

Yes, more than 12 months ago 13.4 7.1 6.3 6.4 1.7 5.9 6.6

No 80.1 91 87.3 89.1 97.4 88.0 89.5
Ever heard about PrEP

Yes 77.5 48.5 73.0 27.9" 43.9 71.3 45.9

No 225 51.5 27.0 721" 56.1 28.7 54.1
Ever used PrEP **

Yes, within the last 12 months 8.9 17 3.1 18 0 0.8 23

Yes, more than 12 months ago 1.9 0.5 0 0.3 0.5 0.6 0.6

No 89.3 97.8 96.9 98 99.5 98.6 97.1
Would consider taking PrEP if available

No 12.5 10.2 9.1 22.7 9.1 16.0 16.2

Perhaps/Don't know 45.6 45.0 45.5 28.1 52.7 47.3 39.1

Yes 41.9 44.9 45.5 49.2 38.3 36.7 44.6

PEP: posexposureprophylaxis PrEP pre-exposureprophylaxis * Among those reporting knowing what PEP is; ** Among
those reporting knowing what PrEP fsmissing values >10%.
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Previous use of PEP did natry a lotbetween study partners, bytreviousPrEP uselid (10.8% ever
accessed it in AIDES versus 0.5% to 3.1% elsewhere). Again, the French context where PrEP is

available and free of charge may explain that difference.

wS3AFNRAY3I (GKS jdzSaiAz2y a@g2dzdZ R &2dz O2yaARSNI GF
participans were not sure or did not know, while 44.6% would. Here again, the differences between
study partnes may be explained by the differencesinformation, consensus and debatasound

PrEP in each country or city.

Compared to the Flash PrERidy recently conducted in Eurofethe proportions of knowledge of
and interest in PrEBbserved in COB&ohort were quite similar to those observed in Germany
(representing 70% of the FlashhEP studgample), where 37% knew the existence of Pak&& 44%
would be interested in taking PrEP. In the rest of Btesh PrEBample, the proportions were much
higher: 77% aware of PrEP, 54% interested in taking PrEP.

These indicators are also w&town predictors of or at least factors associated with riskieuakx
practices. This should be taken into accounthe analyss which willbe performedin the coming

months

% First results of the Flash PrEP study available here:
http://www.aides.org/sites/defult/files/Aides/bloc_telechargement/ResultPrepGB_ vf.pdf
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4 Discussion

4.1 Feasibility of a multicentre community - based cohort

COBACohort is the first serviebased cohort of HMegdive MSM collecting the same type of data
simultaneously in different European countrigdthough delayed in some study partners sites and
cancelled in one, themplementationof COBACohort has beersuccessfulThis success is certainly
due to the closecollaboration with participating communitgased organisations, from the design of

the protocol, the questionnaires and, of course, the field work that completely relied on their efforts.

Many data have been and are still being collected, and their dissdion in national and
international congresses, as well as in the grey literaim@ws that the contribution of COB2ohort

to scientific knowledge is valuab(see thebibliography ofCOBACohort in anne)6.12). Although it

was not possible to explore the determinants of seroconversion, all other research objectives have
been addressed by the data of COGBéhort.

This reprt also constitutes a unigue opportunity for study partners to betterunderstandthe
characteristics of theiattendees All study partnes were collecting basic data routinelyefore
COBACohort but it was usuallyot possibleto follow-up these users and to have a broader viefw
their attitudes towards testing, theisexualbehaviour etc. (except in GAT/CheckpointLX where a
cohort was already implemented)he collaboration of all study partners in CGBéhortwas also a
good opportunity for them to sharéheir experiences andood practiceregarding given aspects of

their work or the cohort implementation.

4.2 Study limitations

The dita presented inthis report should be considered in light of several limitations. First, the non
representativeness of MSM getting tested in CB¥€ices in Europdndeed, many differences
were observedetween populations accessing the differedBVCT serviseso we cannopreclude

the possibilityof even more differencebetweenother cities or countriesin SouthEastern Europe

for instance, internalised homonegativity is more frequent than in Western Eufdpandola et al.,
2016) This was also reflected in our sample regarding outness, much lower in Legebitra and PV/Ath

Thess checkpoints than in other study sites
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The short followup time in the framework of Euro HIV EDAT (especially for the thiée started in
2016) did not allowed deep longitudinal analysis that could highlight changes over timesh®rt
follow-up time also had an impact on HIV incidence estimates, since itowspossibleto include
sites whichstarted in 2015, but with amaximum followup of 25 months, which is still short for this

type of analysis.

A selection bias should also be taken into accowhen interpreting the data.The comparisons
between agreed and refused participants showed thesansgender people, those born abroad and
those selfdefining as bisexual or using another term were underrepresented in COB¥rt
participants This is quite usual in studies among MSM, especially regarding the low representation of
transgender people ahmen who do not identify themselves as gay/homoseXxtiak EMIS Network,
2013) The age of COBRBohort participants also differed from those who refudedparticipatein
several study partners: they were younger in AIDES, GAT/CheckpointLX and-Fé&ggh
Checkpoints, and older in AHB®Sndet. With regards to reporting &IV test in the previous 12
months AIDES, AlD=ondet, Legebitra and PV/Afthess Checkpoints regted more recent testes

while GAT/CheckpointLX recruited less, compadoettiose who refused to enter COBZohort.

4.3 Normalisation of routine testing ?

Although many differences observed regarding HIV testing pat@cnsssstudy partners, themost
commononez 0l & SR 2 y redstndNibir th® hasdling feSvas ad NB 3 dzf | /idknO2 y (i NP f
my health statu§, unlike other studiegn CBVCS¥ervices where the first reasomasa risk exposure

(Gumy et al., 2012; Marcus, Gassowski, & Drewes, 2@ig)t differences were seenbetween HIV

and STlpatternswhen looking at general attitudes towards testjimit getting tested routinely was

still the primary pattern for both HIV and STIs testiagpdagainwhen participants wereasked about

their intention to get testedor HIVin the future.

a Pisodgs) of unprotected anal intercourgewas the secondnostreported reason forparticipant€Q
baseline tess, consistent with thé attitudes towards both HIV and SfElstingin general. Equally,
the seond most common pattern regardinglV testing intentionsvaswhen participantsfeel they

have been at risk of HIV infection

It was more common to test due to physical symptoms for STls than for HIV. This can maybe be
explained by some STIs having moreiobs symptoms than HIV. But this also may indicate a need

for education on the primary infection symptoms of HIV to get diagnosed and access to treatment as
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close as possible to the seroconversi@nbroader promotion of regular STI testing also seentseto
needed since less than half of the overall sample had been tested for STl in the 12 months prior to

enrolment.

MSM recruitedin sites that started COBBohort in 2016 had been testadore recentlyand thus
seemed more aware of the benefits of routinedafrequent testingthan those recruited in the sites
that started COBALohort in 2015 This may reflectthanges in testing recommendatiorand

practices but this shouldbe verified with more followup data.

CBVCT use patterns suggest that routine HXingediasbeen normalised or at least became more
common Many patrticipants already tested for HIVYeported they got tested in the same CBVCT
sevice in the 12 monthgrior to COBACohort enrolmentand many of them haveeturned during
the study periodThe period of time between followp visits tended tshortenover time,indicating
that participans may have been tested on a more frequent badere follow-up datais needed to

confirm thistrend.

Participants initially tested for a regular control @r know their health status werenore likely to

return laterand wereyounger and more likely to sealfefine as gay or homosexudlhis groupmay

get tested both for themselves andccording tol G O2 YYdzy A (i & ¢ as Bufgedtddl y a8 A 0 A f
elsewhere(Boydell, Buston, & McDaid, 2010n the catrary, those who did not test for a regular

control got tested in reaction to a risk exposure, and were less likely to return later. This group was

more exposed to HIV riskand perceived themselves at higher risk compared to those getting tested

routinely.

Even though routine HIV testing seems very common now in participating MSM, we are still
struggling to testthose at higher riskrequently. More efforts should be made in order to better
characterise this group and identithe barriers that prevent them from increasing their testing

uptake.

4.4 Decreasing HIVi ncidence *?

The 12 participantswho seroconvertedduring the studymay not be representativelue to lossto
follow-up and/or information.We know that m Legebitra, B least one COBACohort particignt
informed them he had just been diagnosed Hpgsitive in a local clinic. As no questionnaire was

filled in at the moment of the seroconversion, this information was not taken into account and this
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participant was considered as lost to follay insteadof someone who seroconverted. The same
may have occurred in AlIEF®ndet where CBVCT providers reported that many participants returned
for a test but opted outbf COBACohort S me of them may have seroconvertddit the data was

not recorded in COBACohot, unlike GAT/CheckpointLX didAs all CBVCT sites are routinely
collecting data among all CBVCT users, including those who do not participate inCORIBE an
effort should be made in the future to crosscheck C@BA K 2 NI With thei llodal data irorder

to collect at least this information.

The overall incidencestimate in COB&ohort for the study period (February 20March/June 2016
depending on the sitesjas 3.43/1000 persofears (95% confidence interval: [1:88B7]), ranging
from 3.24/1000personyears (95%CI: [36.90]) in AIDFondet, to 4.84/1000 perseyears (95%CI:
[1.258.42]) in GAT/CheckpointLX. These ratese much lower than the ones observed time BCN
Checkpoint and CheckpointMSM cohortsa few years ago: 2.4/100 persgears(95%CI: [1.92.9])
and 2.80/100 persotyears (95%CI: [1.894.14]), respectivelyfFerrer et al., 2016; Meireles, Lucas,
Carvalho, et al., 2015)

From this study we cannatate that HIV incidence decreased over tlastfew years Part of these
differencesbetween this cohort and the previous BCN and CheckpointLX cohort megplznedby

the lowerfollow-up time of COBACohort participantg2 yeas vs. 3 years in BCN and CheckpointLX
MSM cohorts)or by the criterion used to classify participants as lasfallow-up (no follow-up visit

18 monthsafter enrolment in COBACohort vs.after 12 months in BCN and CheckpointLX MSM
cohorts).

The previouslymentioned normalisation of routine testingighlighted in COB&ohortprobably had

an impact onoverallHIV ncidence if more peopleare getting testedandon a more frequent basis
which isconsistent with a recent simulation model studying the impact of higher HIV testing rates on
HIV incidence in MSMPhillips et al., 2015)in London, the number ofaw diagnoss recently
decreased in MSM, while the number of HIV tests, repeat tests, and early treatment initiation
increased in the same peridq@8rown et al., 2017)The counsellingrovidedtogether with HIMesting

in all CBVCT servicemy have hiped participants to bettetunderstand howto reduce the risk of

HIV infection, raising awarenestbiomedical strategies (treatment as prevention, PEP and PrEP) but
also proposing psychosocial support,ChemSx counselling, and/or referral to othercare
professionalsHowever, many MSM still do not test for HIV frequently and this group seems to be
more exposed to HIV risk than their frequently testing counterparts. It is important to understand

the barriers to testing in this group.
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45 Sex, ChemSex and PrEP: time for action!

As expected the description of COBBohort participant® & S E dzi £ showgd&Hig@risie dzNJ
behaviourprior to the study. Around one in twoparticipantsdid not usea condom withall hiscasual
partners, one in two reported saxder the influence of psychoactiwebstancesandin AIDESIp to
one in four reported sex under the influence @iemSx drugsProportions of drug injectiomvere

minimal in our sample, similar to those reported recently in SIA(MMMndola et al., 2016)

A strong association betweenon- systematic condom usand sex under the influence of ChemSex
drugswas observed in our sampl@ur dataalso showed that those reporting inconsistent condom
usewere more likely taknow the HIV statusof their casual partnersvhich sugges thatthey may
be more awareof the benefits of treatment as prevention. @mall, participants reporting
inconsistent condom usseemed more aware of their risky behaviour, amere more willing to use

PrEP in order to prevent HIV infection.

Further analysis of these data will be needed to better disentangle all the information collected

around riskbehaviour, in particular using multidimensional methods in order to include more
parameters and identify different risk profiles accordingptuticipant? | G G A G dzZRSaout Yy R 0 SK
preliminary analysis showed that there is an urgent néadproviding more counselling regarding

ChemSex, as already implemented in many sites participating in -COWBAt, but also to develop

access to PrEP for man higher risk of infection and who perceive themselves as such.

4.6 Lesson s learntand s ustainability of COBA -Cohort(s)

Conducting longitudinal studies in CBVCT services is challenging since their work is focused on HIV
testing and prevention activities. As mentioned earlier, the implementation of GQibart was
successful, buseveralbarriers have been identifiednd sometimessolved asshown inTable4.6t

1.

Table4.6t 1 Challenges faced by COEB¥ohort

Challenges

Recruitment and followup during outreach Recruiting participants during outreach activities is feasible, but tt

activities follow-up should be done from the CBVCT venues. In LILA Milan
many participants were recruited during Pride events] amost of
them came to the NGO afterwards. Conversely, it has been quite
complicated for AIDEE® completefollow-up during outreach testing
sessions, and using tablets is sometimes logistically complicated
(tablets lost, no internet connection, etc.). Reitment, or at least
follow-up of participants should be done in CBVCT venues.
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Table4.6t 1 (Continued)

Challenges
High staff turnover while implementing The teams participating in COBfhort should not change
COBACohort frequently sincdraining is requird for all new CBVCT providen

order tolearnthe procedures of COBBohort, andemind themto
ask all users if they are already part of the cohort or not.

Identify COBACohort participantso In GAT/Checkpoind, CBVCT staff always asked users if they art

collect followup data participating in the cohort or not, while in other sites it depends ¢
GKS adlFl¥F YSYOSNB 0642 Y Spubligitg |
posters can help both participants and CBVCT staff to talk abou
COBACohat. In the future, the reminder mail should include the
UPI when it is not easily retrievable. In AlBdet, where the
recruitment period is over, a list of COBAhort participants has
been made (using the UPIs) in order to identify them easily.

Activefollow-up Sending reminders to participants when their next test is Has
been implemented recently for sites using COBA& K 2 NIi Q &
but it is too early to know the impact of this tool. In
GAT/Checkpoth X and AIDES, similar remindeols have been
implemented.

Time spent digitalising and error associat. The implementation of tablet-based questionnairevas a real

with data entry from paper questionnaires need and considerably reduced the impact of the C@BAort
implementation in the dayto-day work of study partners.

Length ofguestionnaires Feedback from COB®ohort participants showed that the COBA
Cohort questionnaires, especially the bse one, were too long.
In the near future, a reduction of the questionnaire will be
discussed within the study group. The possibility to customise tr
questionnairedocally(to include importaniguestionsfor an NGO
but not for all) will also be examied.

One of the most important lessons learnt from CGBghort is that the implementation of such
study did not seem to trouble CBVCT users. Missrswere happy to participate, happy to help the
community through their participation, andid not showreluctanceto return in the CBVCT service
evenwhen theyopted out of the COBACohort. Importantly, participants (but also ngarticipants
considering theeducedrefusal data) were not concerned regarding anonymity and data protection.
However, the implementation dhe tablet-based questionnairenade them even more comfortable

in that respect.

Currently, the main challenge regardi@®BACohort isto make itsustainable Following a meeting
held in Barcelona in July 2017, all study partners showed their interest in continuing the
collaboration afterthe close of theEuro HIV EDAdroject, although no extra funds were availalie

that meeting, other NGOs whghowed interest in contributing tthe COBACohort were invitedcand

plan onjoiningthe study in the next few months
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COBACohortwillnowo S O2 YS -Gotfotet. I | 9 dzNRB LISty O2f thasedavSM (i A 2 y 2
cohorts. Like the Lisbon MSM cohort of GAT/CkigointLX.each study partners invited to decide

their own cohort name anddisseminate their own data according to their needs common

cooperation agreement shoulsoonbe concludedbetween all COB&ohortsmembersin order to

define the main terms othe collaborationincluding data sharing, governance, steering committee,
disseminatiorrules, etc.The COB&ohorts coordinator will be in charge thfe maintenance of the

database, the realisation of common analysis as well as spao#igsisequiredby study partners,

and will also explore fundaisingoptions toarrange physical meetilsgvhere data can be presented,

discussed, and where each study partner can contribute to the commonctiefleand future

evolution of the collaboration.

Further anayses and @gsemination othe COBACohors data that are available will be essential in
order to increase visibility and al$elp fund-raisingthroughthe publication of valuable dat#\ joirt
analysis of COBBohort and Amsterdam cohort data has also been discussed and should be explored

in the near future

With alonger followup time, COBA 2 K 2 NJi\iilallo® beitdr understanihg ofthe dynamic of
the HIV epidemic in MSM in cities whehe studyis implementedas well as the role and impact of
the participating CBVCT servicdhese data will be cruciab identify subgroups of MSM with a
higher incidence, and therefore help study partnerstaéilor prevertative interventions aired at

increasing teshg uptakeand reducinghe risk of HIV infection
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6 Annexes

6.1 Promotion poster for COBA - Cohort (AIDES)
COBA euio )
HIV *

Cohorte EDAT

Participez avec AIDES a cette recherche européenne
pour mieux comprendre votre usage des dépistages du VIH et
nous aider a les rendre plus accessible.

Comment participer ? .

Participer a cette étude implique :

- d'avoir fait un dépistage du VIH avec AIDES ;

- de signer un consentement ;

- d'étre recontacté-e par AIDES pour renouveler regulierement
son dépistage du VIH ;

- de répondre a un questionnaire aprés chaque dépistage.

Qui peut participer ?
Tout homme et toute personne trans (MtF ou FtM),
séronégatif-ve au VIH, et qui a des rapports sexuels avec des

Cette étude recrute jusqu’en
juin 2017 et se terminera en
septembre 20117.

------

Membe de b Codites 7
lrtemanarale SHs s
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6.2 Informed consent

EU?Q*O . .
HIV* Informed consent for taking part in a cohort of gays
DA and other men who have sex with men attending HIV testing checkpoint

(The Euro HIV Edat Study, WP5)

Today, HIV testing and in particular repeat testing is a key issue regarding HIV prevention among gay me
men who have sex with other men (MSM). The Euro HIV Edat study would enable policy makers to imp|
access to testing and prevention programmasgeting MSM.

This study aims to implement, for the first time simultaneously in several European countries, a cohort of
negative gays and MSM among those attending participating checkpoints. The main research objectives a
describe the use of #se checkpoints, determinants of both HIV/STIs test seeking and sexual risk behavio
but also to estimate how fast HIV is spreading, and to identify factors associated with seroconversion.

We would like to have your consent to participate in tbigdy (this consent can be withdrawn whenever you
want). Participation involves answering a short questionnairehe inclusion and a much shorter questionnaire
every time you will come back to get HIV tested here. Even if you give personal data to the afitegiqmue,

phone number to be called etc.) the study team will not have access to such data, but only to anonymous da

PLEASE NOTitat the present study is limited to the collection of anonymous data. It means that this study w|
not interfere with K S OdzNNByYy i LINI} Ol A OSa 2F G(KS OKSOlLRAYyGH 4
country. In case of a confirmed HIV diagnosis, the participant is referred to an HIV unit in the local refere
hospital in order to access to the standard palilVV care of his country.

In case you do not agree to participate, only a minimum set of demographics data will be collected.

With this | declare that | have been informed of:
The objectives of the study

The methodology of the study

The possibilityo withdraw my consent

The possibility, for [name of the checkpoint], to use my personal contact details to remind me to g
tested

The fact that anonymous data will be sent to the organization responsible for analysis and processe
accordance with cuant legislation on data protection.

M mMmmMm

Therefore, voluntarily agree to participate in the study.
Signature of the participant: Name and signature of the counsellor:

Date: Date:
For any clarification please contact:

Thenational representative of the project
[name of the national representative, organisation, phone number]

Or the principal investigator of the project
Jordi Casabona, CEEISCAT (Barcelonna, Jjeirt)34 93 497 88 91

Funded by the m

74



6.3 Leaflet

Take partin...

... The first cohort of HIV negative gay
and other men who have sex in men

... Simultaneously held in 6 European
countries

‘What are you supposed to do?

Just to answer short questionnaires when
you come back to repeat your HiV-test

Help us!
#Gays #Men who have sex with men
#Research #Prevention
HHIV-testing

#Sexual Behaviours

Main Partner:

Mo Mssss. gare

Associated Partners:

aran AIDS
2|AlDBS /A ONDET

o
QAT Ico ciber

e —

AidshilfeNRW

insttuto
Carlosll

Please do not hesitate to ask the
checkpoint’s team for any clarifications

[Name of the checkpoint]

Coordination of the

e study:
Centre . Estudis Epidemil hrs, les

Cohort of HIV-negative
gay and other men who
have sex with men

An overview

The Euro HIV Edat Project

Funded by the m

¥ B
EURO J}*
*

WHAT?

The Euro HIV Edat study is a large project
{funded by the European Commission) which
aims to generate knowledge to better under-
stand the role and impact of community-
based testing in Europe, in particular among
gay and other men who have sex with men
(MsM)

The Euro HIV Edat project invalves 30 associ-
ated or collaborating partners from 18 Euro-
pean countries and is divided into & sub-
studies. One of them is the purpose of the
present brochure: an opportunistic cohort of
gays and MSM, implemented for the first
time simultaneously in several European
countries.

HOW?

This opportunistic cohort recruits HIV nega-
tive gays and MSM in community-based vol-
untary counselling and testing services
(CBVCTs, also named checkpoints) from 6 Eu-
ropean countries [Denmark, France, Germany,
Greece, Portugal, and Slovenia). Recruitment
will end in June 2016 and follow-up of partici-
pant on March 2017

WHO?

The cohort specifically tarzets men who attend
the participating checkpoints/CBVCTs, older
than 18, with a negative test result at the mo-
ment of inclusion, and wha report sex with oth-
er men in the previous 12 manths. Enrolled men
must also be resident of the area of the [name
of the checkpoint], or to visit frequently the
region of the checkpoint in order to be able to
come back to get tested.

WHY?

Today, gays and MSM are recommended to get
HIV-tested more frequently, HIV testing being a
key issue in HIV/AIDS prevention in this popula-
tion. Community-based testing (in checkpoints)
already showed to be very efficient in reaching
less tested and more exposed men, and in in-
creasing HIV testing uptake (in particular by
recalling attendees to repeat testing), but also
early access to care. [pame of the checkpoint]
currently recommend to get tested at least eve-
ry X months, more often if risk exposition if
more frequent

PARTICIPATION INVOLVES:

=To sign an informed consent allowing the
checkpoint and the research tesm to use
anonymous dats collected during the study.
This censent can be withdrawn in any me-
ment.

= The possibility to be recalled (phone, SMS or
mail) by the checkpoint when it is time to get
tested for HIV again

=To answer short guestionnaires: one at the
inclusion, and a sharter enc before each testin
the checkpoint.

is limited to the collection
pportunistic” in o far as it do

is
ith the current practices of the checkpoint, and does not
ther effort from the partiapants.

USEFULNESS OF SUCHDATA...

-..for the checkpoint and its affendees:
The benefits of such gay/MSM cohort are
numerous. First of all, following MSM allows
the Checkpoint to directly monitor its activity,
and to measure changes in behaviour such as
test seeking and sexusl behaviours. The
checkpoint can in turn adapt its own proce-
dures to be more efficient and to better fit
the attendees’ needs. [+ gther motivations /
benefits for the Checkpoint 2]

Attendees will profit by a personalized follow-
up, and by a counselling specifically adapted
to their needs.

-..for Prevention and Public Health:

The cohort will contribute to improve scien-
tific knowledge regarding the use of commu-
nity-based testing, as well as to follow the
evolution of (risky-) sexual behaviours over
time from test to test. If founds are available,
this study could lead a large and consistent
European cohort.

This will in turn help policy makers to im-
prove access to testing and to better design
preventive interventions, targeting the most
affected subgroups in order to reduce the
burden of HIV in the whole zay/MSM populs-
tion
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6.4 Refusal questionnaire

Hello,
You just refused to take part in the Euro HIV Estatly, but we would need a piece of information regarding your sq
demographic profile and the main reasons for not participating. This is crucial for us in order to ensure the represesgatfair

study sample, and it will take you less than 5utéis. Thank you in advance for your contribution.

Q0. Name of the checkpoint

Q1. Date of the present test
(DDMM-YYYY)

Q2. What is your gender?
Male
Transgender/Transsexual

Q3. When were you born?
- (MMYYYY)

Q4. In which country were you born?

Q6. What is your highest education qualification?

ISCED 1: no secondary qualification

ISCED 2: lower secondary or second stage of basic education
ISCED 3: (upper) secondary education

ISCED 4: pesecondary, noitertiary education

ISCED 5: first stage of tertiary education

ISCED 6: second stage of tertiary education

Q7. Which of the following best describes your current occupation?
Employed fultime

Employed partime

Selfemployed

Non-declared work, moonlighting

Unemployed (with or without subsidy)

Student

Retired

Longterm sickleave/medically retired

Other

Q8. Which of the following options best describes how you think of yourself?
Gay or homosexual

Bisexual

Straight or heterosexual

Any other terms

L R 2ualy iise daarm

Q9. Before the present test, when did you last get tested for HIV?
(MM-YYYY)

Q10. Here are listed the main reasons for not participating in the study. Please quote those who most correspond to
situation (mult answers):

L R2ymne KI @S

L R2y Qi ¢yl (2 yagSN |jdzSadArz2yyl ANBa

| have some concerns regarding anonymity of my data

L R2y Qi 6Fy(iSR (G2 FTANY G(KS AyF2N¥SR O2yasSyi

The objectives of the project are not very clear to me

Other, please eXPlaiNi.........ccuueiiiiee ettt
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6.5 Refusal register

COBA-Cohort
| CBVCT service name: | city:
+
Date Gender Year of birth Bomn In active Year of last HIV
No. employment test
(DD MNYYYY) [reee) (e
; I O nale O Abroad dves
— — — | O Transgender — dHere O Mo
5 Iy anm O Abroad ay
——— |arT - dHere adn
. I anm O Abroad ar
—— — |art — dHere adn
R I, am  Abroad ay
——'— (3T — d Here an
. I anm O Abroad ar
—— — |art — dHere adn
c Iy anm O Abroad ay
——— |arT - dHere adn
. I anm O Abroad ar
—— — |art — dHere adn
. Iy anm O Abroad ay
——— |arT - dHere adn
. I anm O Abroad ar
—— — |art — dHere adn
anm O Abroad ay
o S/ aT - dHere adn
anm O Abroad ar
nl St aT — dHere adn
anm O Abroad ay
2 S aT - dHere adn
anm O Abroad ay
] [ ar — O Here an
anm O Abroad ay
Wl S aT - dHere adn
anm O Abroad ar
5. S 1 aT — dHere adn
anm O Abroad ay
e O aT - dHere adn
- I anm O Abroad ar
—— — |art — dHere adn
anm O Abroad ay
e S aT - dHere adn
anm O Abroad ar
8. S ) aT — dHere adn
anm O Abroad ay
20 S aT - dHere dn
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6.6 Baseline questionnaire

Baseline Questionnaire

| Unique Personal Identifier of the participant: |
| Date of the visit: __ -__ - (DD-MM-YYYY) |

Hello,
You are about to fill-in your inclusion questionnaire that may be a bit longer than those you will fill-in during the study follow-up.
These data are really important to improve HIV prevention in gays and men who have sex with men in general, so please answer
all the questions, as spontaneously as possible, according to the following instructions:

- If not specified, only one option can be chosen, so please tick just one box (*J),

- When “multi]
If you selected a framed option (|Q _

s” is mentioned, more than one box can be chosen (tick as many [las needed),

}}, please have a look at the end of the raw and go directly to the question or

section mentioned. If not, go to the question that follows.
Many thanks in advance for your contribution.

The Euro HIV Edat Study Team (WP5)

SOCIO-DEMOGRAPHICS
1 Whatis your gender?
Q Male
Q Transgender/Transsexual
2  When were you born?
o= (DD-MM-YYYY)
3 Which country do you currently live in?
[Country] 3.b) Municipality or home town (Denmark only):

4 a) Were you born in the country you currently live in?
; Q Yes (---> Go to question 5) i
Q No
b) If no, where were you born?
[Country]
c) When did you arrive in the country you currently live in?
_ (vvyy)

*

5 What is your highest education qualification? (International Standard Classification of Education, ISCED 1997)
ISCED 1: no secondary qualification

ISCED 2: lower secondary or second stage of basic education

ISCED 3: (upper) secondary education

ISCED 4: post-secondary, non-tertiary education

ISCED 5. first stage of tertiary education

ISCED 6: second stage of tertiary education

[ORONONONONG;

6 Which of the following best describes your current occupation?
Employed full-time

Employed part-time

Self employed

Non-declared work, moonlighting

Unemployed (with or without subsidy)

Student

Retired

Long-term sick-leave/medically retired

Other:

[ORONONONONONONON)

“Items must be adapted to each country's levels and diplomas {find more details at: http://www.uis.unesco.org/Library/Documents/isced97-en.pdf, page 19)
1
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7 In general, you would say your global health is:
Q  Excellent
Q Very good
Q Good
Q Fair
Q Poor
8 Which of the following can your household afford? (Optional) (M
O To pay for a week's annual holiday away from home
O To eat meat, chicken or fish (or vegetarian equivalent) every second day
O To pay an unexpected, but necessary, expense of £500
O To keep your home adequately warm
8 Afford none of these
9  Which of the following options best describes how you think of yourself?
O Gay or homosexual
Q Bisexual
QO Straight or heterosexual
Q Any other term
Q Idon't usually use a term
10 Thinking about all the people who know you {including family, friends and work or study colleagues) what proportion
know that you are attracted to men?
Q Allor almost all
Q More than half
QO Less than half
Q Few
QO None
11 Have you ever been victim of verbal or physical abuse because of your sexual orientation or your gender identity?
(multiple answers)
0 Yes at workplace/school
0 Yes in the street/neighbourhood
O Yes, in my family
O No
General health and HIV risk
12 Areyou affiliated to the public social security? (Optional)
Q Yes
Q No
13 Is your family doctor/general practitioner aware of your sexual orientation?
Q VYesheis
Q Noheis not
Q Do not know
Q Do not have a family doctor/general practitioner
14 In ascale from 1 to 10; 1 representing the lowest risk of getting infected by HIV and 10 representing the highest, what
would you say about your risk of getting infected by HIV? (circ/e ligit of your answer)
1-2-3-4-5-6-7--8-9--10
15 In your view, when have you been at-risk of HIV infection for the last time?

Within the last 24 hours

Within the last week

Within the last month

Within the last 6 months

Within the last 12 months

More than 12 months ago

| have never been at risk of HIV infection

[ON ON N ONORONG
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HIV TESTING

16 Before today, have you ever been tested for HIV?
| O No (—-> Go to question 22) |
Q VYes, once
Q VYes between 2 to 5 times
Q VYes, more than 5 times

17 In general, you would say you get tested for HIV: (111
Periodically (every 2 years, once a year, twice a year etc.)
As part of routine health check-up

When | feel that | have been at risk of HIV infection
When | feel some physical symptoms

When | have a new steady or regular partner

When an opportunity arises (outreach testing)

Other:

aaaaaaan

18 In the last 12 months, have you been tested in [name of the checkpoint]?
Q Yes
Q No

19 a) Before today, when did you last have an HIV test?

_ - (MM-YYYY)
b) Did you receive the result of that test?
Q Yes
Q No

Q [ prefer not to answer
c) Where did you go for that last HIV test?
In this centre
In another community-based centre
In a public clinical setting
In a private clinical setting
In a blood bank, while donating blood
At home (using a self-testing kit)
In a bar/pub, club, sauna or outdoors/van
Elsewhere:

CO000C0O0O0

20 Have you ever been forced or tricked into taking an HIV test when you did not want to take one? (optional)
Q VYes
Q No
Q Idon't know

21 Have you ever been tested for HIV with rapid tests?
Q No
Q VYes, blood rapid test(s)
Q VYes, oral rapid test(s)
Q VYes both

22 Within the last 5 years, have you ever been tested without accessing to the result? (mu/tinle answers)
No

Yes, because | did not have time to come back / | had to leave the town

Yes, because of fear of the result

Yes, because of a bad experience during the test (feeling judged, rejected)

Yes, for other reasons

[ |
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23 How did you hear about [name of the checkpoint]?
I've come here before

A friend told me about this CBVCT

I've seen this CBVCT in an informative material (poster flyers, condoms)
I've found this CBVCT in Internet

During outreach prevention activities (including outreach testing)
Social media

Apps

Dating sites

Reminder service

Magazines

Other :

N
-3

DDDDDDDDDDDDDE aaaoooooaaaa

y do you want an HIV test today? (/\V/
Episode(s) of unprotected anal sex
Episode(s) of unprotected oral sex
Broken condom
Episode(s) of unprotected sex with sex worker
A previous/current partner recently told me he is HIV-positive
Episode of sharing injection material
My partner asked me to get tested
Before dropping condom with my partner
Regular control
Only to know my health status
Window period in the last test
Clinical symptoms
Other reason:

)ie answers)

25 In the future, you would say you intend to get tested for HIV: (mu/t
Periodically (every 2 years, once a year, twice a year etc.)

As part of routine health check-up

If  feel that I have been at risk of HIV infection

If I feel some physical symptoms

If I have a new steady or regular partner

If an opportunity arises (outreach testing)

Other :

aaaoaoaaoa

26 a) For each statement below, please tell me how much you agree or
disagree about the effects of HIV testing on your health beliefs and sexual
behaviour : s per line)

A negative HIV test means that my safe sex behaviours are working

A negative HIV test encourages me to keep practicing safer sex

A negative HIV test reinforces my safe sex behaviours

After a negative HIV test, | feel lucky that | did not get HIV

After a negative HIV test, | feel like | dodged a bullet

After a negative HIV test, | feel that | do not need to protect myself

After a negative HIV test, | feel like | should have protected sex every time

(tick ¢

b) The following statements are about your feelings as a result of receiving
more than one negative HIV test result in your lifetime:

(tick one

er fine)

The more times | test negative for HIV, the less worried | am about contracting it
The more times | test negative for HIV, the more | feel that | am immune against
HIV

The more times | test negative for HIV, the more | feel that it is difficult for me to
become infected

The more times | test negative for HIV, the more | feel invincible against the
disease

The more times | test negative for HIV, the more | feel like my luck will run out
The more times | test negative for HIV, the more | think | take care of my health

Strongly
disagree

(ONONONONONON)

Strongly
disagree

Q

Q
Q
Q
Q
Q

Neither

agree or

Disagree disagree
Q Q
Q Q
Q Q
@] Q
Q Q
Q Q
Q Q

Neither

agree or

Disagree disagree
o o]
Q Q
Q Q
Q Q
@] Q
Q Q

Agree

(ON N ONONONON)

Agree

Q

00 © ©

Strongly
Agree

(ON NN ONONON)

Strongly
Agree

Q

00 ©O ©
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SEXUAL LIFE

27 How old were you the very first time you had anal intercourse with a man/boy?

___yearsold or O | prefer not to answer
28 In the previous 12 months, you had sex with: (multiple answers)
O Men
O Women
O Transgenders/Transsextuals
i Q__Ididn't have sex (—--> Go to the section "Previous STls/Hepatitis") |

29 In the previous 12 months, did you have condomless anal intercourse: |
With men

With women

With transgenders/Transsexuals

With HIV-positive men

With injecting drug users

With sex workers (even without paying)

During trios/Sex in group

1 did not have condomless anal sex in the previous 12 months

gaaooaoaaQ

30 In the previous 12 months, have you been given money, goods or drugs by a man to have sex with him?
Q Yes
O No
Q I prefer not to answer

31 a) In the previous 12 months, did you have sex under the influence of alcohol or drugs?
Q Yes
| Q No (--—> Go to question 32) |
Q [ prefer not to answer
b) If yes, in the previous 12 months, how often did you have sex under the influence of (fick on
Almost
Always

Never Rarely Sometimes

Q
Qo
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q

Alcohol

Cannabis

Cocaine

Crack

Ecstasy / MDMA
Poppers
Viagra/Cialis/similar
Amphetamines (Speed)
LSD

GHB

Ketamine

Heroin

Methadone
Mephedrone

Crystal Meth (ice)

Co0

CO00O0O0OOOOLOCOOOCOO
(ONCNONONONONCN OGN CNONCHCHON O]

Qo
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q
Q

CO000OCOOO0OOOOO

Other(s):

32 a) Have you ever injected any drug? (mu/t
| O No, never { —-> Go to the subsection “Steady male partner”) |
O Yes, related to sex
O VYes, but not related to sex
b) If yes, when was the last time you injected drugs?

= (MM-YYYY)
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Steady male partner

33 Currently, do you have a steady male partner, i.e. that you consider as your main/principal partner?
Q VYes
| QO No { -—> Go to the subsection "Casual Male Partners”) |

34 When did this relation start?
_ - (MM-YYYY)

35 a) What is the HIV status of this steady partner?
Q HIV positive
Q  HIV negative (---> Go to question 36)
Q Idon't know (—-> Go to question 36)
b) If positive: is your steady partner under treatment?
Q Yes
Q No
Q [Idon't know
c) His last viral load was:
O Detectable
QO  Undetectable
Q I Don't know

36 In the previous 12 months, how often were condoms used for anal intercourse (insertive or receptive) with this steady
partner?

Always

Almost always

Sometimes

Rarely

Never

Did not practice anal sex with this partner

00000

37 During the last time you had anal intercourse with your steady partner, did you use a condom?
Q Yes
Q No

38 When was this |ast time you had anal intercourse with your steady partner?
- (MM-YYYY)

39 In the previous 12 months, did you have sex with other partners in the meantime you were with your steady partner?
Q Yes
Q No

Casual male partners

40 How many different casual male partners have you had sex with in the previous 12 months?
mation if you don't remembe | If zero, tick this box () and go to the section "STis/Hepatitis" |

41 During the same period, did you talk about HIV status with these casual partners?
Yes, with all or almost all of them

Yes, with more than half of them

Yes, with less than half of them

Yes, with few of them

No, never

00000

42 Were some of these casual partners HIV+? |
Yes, with undetectable viral load

Yes, with detectable viral load

Yes, without knowing his/their viral load level(s)
Idon't know

No

aaoaaaQ
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43 In the previous 12 months, where did you meet your casual male partners? (/

aa

45

46

47

48

49 Did you use a condom during this last time you had anal intercourse with a casual partner?

aaaaoaa

Gay disco or bars O Outdoor gay venues
Saunas O Street

Backroom, sex shop O Gym

Sex clubs O Friends

Internet O Advert

Smartphone apps O Other:

In the previous 12 months, how often condoms were used for anal intercourse (insertive or receptive) with your casual
male partners?

00000

When did you last have anal intercourse with a casual partner?

Always

Almost always

Sometimes

Rarely

Never

Did not practice anal sex with casual partners in this period

= (MM-YYYY)

Have you had sex with him before {on a different occasion)?

o
o
Q

No
Yes, once
Yes, more than once

Did you talk about your HIV statuses?

o]
Q

Yes
No

a) This partner was:
Q  HIV positive

Q  HIV negative

{---> Go to question 49)

Q I Don't know/! don't remember

{--> Go to question 49)

b) If positive: was this casual partner under treatment?
Q Yes
Q No
Q [Idon't know
c) His last viral load was:
QO Detectable
Q  Undetectable
Q I Don't know

Q
Q

Yes
No
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PREVIOUS STls, HEPATITIS

50 a)Have you ever had any STl or hepatitis?

Q Yes
| QO No {---> Go to question 51) |
b) If yes, have you had one in the previous 12 months?
Q Yes
[ O No (> Go to question 51) |
c) If yes, which one(s) in the previous 12 months? (; 1 5)
O Syphilis O Gonorrhoea O Condilomas or genital warts
O Hepatitis A O Chlamydia O Human papilloma virus (HPV) infection
0 HepatitisB O  Genital herpes O Other(s):

O HepatitisC O Linfogranuloma Venereal (LGV)

51 In general, you would say that you get tested for STIs or Hepatitis? (/i
Periodically (every 2 years, once a year, twice a year etc.)

As part of routine health check-up

When | feel that | have been at risk of STls infection

When [ feel some physical symptoms

When | have a new steady or regular partner

When an opportunity arises (outreach testing)

Other :

| have never been tested for STis or Hepatitis {-—-> Go to the next section) |

aa

caaaaoa

52 In the previous 12 months, have you been tested for STls or Hepatitis?
Q Yes
Q No

POST- AND PRE-EXPOSURE PROPHYLAXIS

53 a) Have you ever heard about PEP, an antiretroviral treatment that can be taken immediately after a possible HIV
exposure in order to prevent HIV infection?
Q Yes
| Q No ( --> Go to question 54) |
b) If yes, have you ever used PEP?

QO  Yes, within the last 12 months

Q  Yes, more than 12 months ago

Q No

54 a)Have you ever heard about PrEP, an antiretroviral treatment that can be taken before a possible HIV exposure in order
to prevent HIV infection?
Q Yes
I O No { —-> Go to question 55) |
b) If yes, have you ever used PrEP?
Q  Yes, within the last 12 months
Q  Yes, more than 12 months ago
O No

55 If available, would you consider taking PrEP to prevent HIV infection?
Yes

Perhaps

Idon't know

No

000
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VISIT'S CHARACTERISTICS
(To be filled by the counsellor)

1 Name of the checkpoint
Q  AF Checkpoint CPH (Denmark) Q  AF Checkpoint AAR (Denmark)
O Aides (France), Paris 2 Q Aides {France), Marseille Nord
O Aides (France), Lyon Q  Aides (France), Montpellier
O Aides (France), Nice Q  Aides (France), Paris 8
O  Aides (France), Lille Q Aides (France), Paris 12
Q  Ath Checkpoint (Greece} O  Aides (France), Paris 19
QO AF Checkpoint AAR {Denmark) O Aides (France), Marseille Sud
O Checkpoint LX (Portugal) Q Thess Checkpoint {(Greece)
O  Legebitra (Slovenia)
2 Name/number of the counsellor {i.e. the one who performed almost all the testing procedure and counselling)
(Text???)
3 Pre-test counselling duration
Q  Yes, <5min
QO  Yes, 5to 10 min
Q  Yes, 15to 30 min
QO  Yes, > 30 min
QO  No pre-test counselling
4  Post-test counselling
Q  Yes, <5min
Q  Yes, 5to 10 min
Q  VYes, 15 to 30 min
Q  Yes, >30min
Q  No pre-test counselling
4x Did the participant accept to be reminded?
Q VYes, by mait
Q  Yes, by SMS
Q VYes, other::
Q No
HIV Test
5 a) Date of the test / specimen collection:
- -____ (DD-MM-YYYY)
b) Type of HIV test used
O  Blood rapid test
QO  Oral rapid test
QO  Conventional blood test (Elisa)
¢} HIV test result
O Reactive
Q Non Reactive
d) Did the client receive the HIV test result?
QO Yes
O No { ---> Go to question 6} !
| O Don't know ( ---> Go to question 6] |
e) Indicate the date
- -____ (DD-MM-YYYY)
6 a) Confirmatory HIV test performed?
Q Yes
o W { ---> Go to question 7] |
1 O Don't know ( ---> Go to question 7] |
b} Indicate the date
- -____ (DD-MM-YYYY)
¢} Confirmatory HIV test result
O  Positive
Q Negative
Q  Inconclusive
d) Did the client receive the HIV confirmatory test result?
QO Yes
| O No { ---> Go to question 7) |
'O Don'tknow { --> Go to question 7] |
e} Indicate the date
- -____ (DD-MM-YYYY)
7  a) Patient linked to healthcare system?

Q Yes

Q No

( ---> Go to section syphilis)

QO  Don't know

( ---> Go to section syphilis}

b) Date of linkage to care
. (DD-MM-YYYY)
¢) First CD4 cell count
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Syphilis test (if applicable})

10

11

a) Previous syphilis diagnosis?
Q VYes

Q No

( ---> Go to question 9)

O Don't know

( ---> Go to question 9)

b) Indicate the date (last diagnosis)
- -____ (DD-MM-YYYY)

a) Syphilis test performed?

Q VYes

Q No

{ -—> Go to the “HCV section”)

O Don't know

( ---> Go to the “HCV section”)

b) Indicate the date
- -____ (DD-MM-YYYY)
a) Type of syphilis test used
QO  Rapid test
QO Conventional test
b) Test result {rapid or conventional})
QO _Reactive

Q Non Reactive

( --> Go to question 11)

¢) Diagnosis (confirmation) test performed?
Q Yes

Q No

( ---> Go to question 11)

QO Don't know

{ ---> Go to question 11)

d) Indicate the date
- - (DD-MM-YYYY)
Syphilis diagnosis
Q  Active infection
Q Serologicat scar {old or cured infection)
Q Notknown

HCV test (if applicable)

12

13

14

15

a) Previous HCV diagnosis?
Q VYes

Q No

{ ---> Go to question 13)

O Don't know

( ---> Go to question 13}

b} Indicate the date (last diagnosis)
% (DD-MM-YYYY)

a) HC_Vtest performed?
Q VYes

Q No

( ---> Go to the section “Hepatitis A and B vaccination”)

Q Don't know

( ---> Go to the section “Hepatitis A and B vaccination”)

b) Indicate the date

- -____ (DD-MM-YYYY)
a) Type of HCV test used
QO Rapid oral test

Q  Rapid blood test

O _Conventional test

( ---> Go to question 15}

b) Rapid HCV test result
Q Reactive

QO Non Reactive

( ---> Go to question 15)

1
|
!

¢) HCV RNA performed?
Q Yes

Q No

( ---> Go to question 15}

O Don't know

( ---> Go to question 15)

d) Indicate the date
- -____ (DD-MM-YYYY)

HCV diagnosis

QO  Active infection

Q  Serologicat scar (old or cured infection)

O _Notknown

Hepatitis A and B vaccination

16

17

Vaccination for Hepatitis A (with all required doses)?

Q Yes
O No
QO Don't know

Vaccination for Hepatitis B (with all required doses)?

O Yes
O No
Q Don't know

10
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6.7 Follow -up questionnaire

Follow-up Questionnaire

[ Unique Personal Identifier of the participant:

| Date of the visit: __ - __- (DD-MM-YYYY)

Hello,

You are about to fill-in your follow-up questionnaire that is much shorter than the one you filled-in during your inclusion visit.
These data are really important to improve HIV prevention in gays and men who have sex with men in general, so please answer
all the questions, as spontaneously as possible, according to the following instructions:

- f notspecified, on/y one option can be chosen, so please tick just one box (),

- When" inswers” is mentioned, more than one box can be chosen (tick as many [las needed),

1i), please have a look at the end of the raw and go directly to the question or

section mentioned. If not, go to the question that follows.
Many thanks in advance for your contribution.

The Euro HIV Edat Study Team (WP5)

General health, abuse and HIV risk

1 In general, you would say your global health is:
Q  Excellent

QO  Very good
QO Good

Q  Fair

Q Poor

2 Since the last visit, have you been victim of verbal or physical abuse because of your sexual orientation or your gender
identity? (I rs)
0 Yes at workplace/school
0 VYes in the street/neighbourhood
O Yes, inmy family
O No

iple ar

3 In ascale from 1 to 10; 1 representing the lowest risk of getting infected by HIV and 10 representing the highest, what
would you say about your risk of getting infected by HIV? | fyc
1--2-3-4-5-6-7-8-9--10

4 In your view, when have you been at-risk of HIV infection for the last time?
Within the last 24 hours

Within the last week

Within the last month

Within the last 6 months

Within the last 12 months

More than 12 months ago

{ have never been at risk of HIV infection

(ON NN ONONON®)
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